OFFICIAL SCIENTIFIC ORGAN OF THE NEW. YORK SEA 


DEPARTMENT OF MENTAL HYGIENE 


RICHARD H. HUTCHINGS, M.D. © 


CLARENCE G, CHENEY, M.D. GEORGE C. BOWER, 


NEWTON MIGELOW, M. D. ZYGMUNT A. PIOTROWSEE, PLD. 


ANNA J. GOSLINE, M. D. 


+ 
} 
t 


VOL. 17 APRIL, 1943 No. 2 


Tue Psycuiatric QuaRTERLY 


EDITORIAL BOARD* 


H. Hurcuines, M. D., Editor 

CLARENCE O. CHENEY, M. D., Associate Editor 
NEWTON J. T. M. D., Associate Editor 
GEORGE C, Bower, M. D., Associate Editor 
ZYGMUNT A. PloTROWSKI, Ph. D., Associate Editor 
ANNA J. GOSLINE, M. D., Associate Editor 


PUBLISHED BY AUTHORITY OF THE 
NEW YORK STATE DEPARTMENT OF MENTAL HYGIENE 


The Psychiatrie Quarterly, formerly the State Hospital Quarterly, is the official organ 
of the New York State Department of Mental Hygiene. 

Volumes begin with the January number. Annual subscription rate, $2.00 in U. 8. 
and its possessions; $2.50 elsewhere. 

Editorial communications, books for review and exchange should be addressed to the 
editor, Dr. Richard H. Hutchings, Utica State Hospital, Utiea, N.Y. 

Business communications, remittances and subseriptions should be addressed to the 
State Hospitals Press, Utica, N. Y. 

Entered as second-class matter April 17, 1917, at the postoflice at Utiea, N. Y., under 
the Aet of March 3, 1897. 


“Two of the associate editors, Duncan Whitehead, M. D., and James N. Palmer, M. D., 
are on temporary inactive status, as they are absent in military service. 


FRONTAL LOBE TUMOR EXPANDING INTO THE VENTRICLE-- 
CLINICOPATHOLOGIC REPORT 


BY SILVANO ARIETI, M. D. 

Numerous cases of tumor of the frontal lobes have been reported 
in the literature. Ilowever, the case here presented, offered some 
interesting features, not only in its clinical symptomatology but 
also because of the location of the tumor, its histological type, 
and especially because sudden death occurred after a pneumoen- 
cephalogram was performed. Psychiatrically, the patient showed 
a personality change, and, later, disturbance of mood, productivity 
and sensorium typical of the disorder. Interestingly enough, her 
prepsychotic personality seemed to justify the first impression of 
a functional psychosis. 

All these points are here reported and discussed, with particular 
consideration paid to the mechanism which determined the death 
of the patient. Some general conclusions may also be drawn con- 
cerning the importance of the vascular pattern of cerebral tumors 
and its possible clinical applications. 


Repvorr 


Ilistory: JR. B. was a white woman, aged 46, a stenographer. 
The family history was entirely negative for nervous and mental 
disorders, The mother of the patient had died of cancer of the 
stomach, The families of both father and mother were of Jewish 
extraction. 

The birth and childhood of the patient are described as normal. 
No important children’s diseases are recollected. The patient com- 
pleted high school and was always considered a brilliant student, 
especially in the commercial course which she followed, She started 
to menstruate at 14 years. When she was 18, R. B. fell out of a 
street car and had to be hospitalized. The name of the hospital 
was not remembered by the patient nor by the informant, a sister, 
so that additional information could not be obtained about this 
injury. The informant states that the patient had an injury to the 
spinal cord, but that she did not lose consciousness. No sequelae 
resulted from the accident. At about 18 years of age, the girl 
started to do clerical work. She was always considered efficient. 
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Ilowever, she argued with everyone, so that she could not keep a 
job for any length of time and was obliged to change positions fre- 
quently, She earned from $20 to $30 a week. R. B. is deseribed 
as having been an energetic woman, but always unsociable and 
seclusive, always liking to be alone. When in company, she had 
a tendency to dominate others, wishing to be the leader, Her 
sister thinks that she had a few boy friends, but the patient never 
spoke of them. She never manifested a desire to marry. She 
had always been an abstainer and used no drugs. A few years 
ago, the patient was operated on for fibroma of the uterus. The 
menopause occurred three years ago. 

More recently, a certain change in her personality was noticed. 
She became ‘trather forgetful.’? She would never mention her 
young nephews, nor familiar recent events, unless she was re- 
minded of them. She would go to see the same moving pictures 
many times, not remembering that she had seen them. On Feb- 
ruary 9, 1942, the informant called the patient—and during the 
telephone conversation--realized that her sister was ‘‘not the same 
person,”’ that there must be something wrong with her. R. B. 
seemed very nervous and excited. The informant went to her home 
and found her greatly confused. The patient stated that she had 
a headache and that she had not eaten for a few days. The sister 
obtained confirmation of this statement and also learned from other 
persons that R. B. had been excited. She realized that there was 
something abnormal about her sister, but thought that this was 
probably only ‘‘temporary nervousness,’’ and she did not pay 
much attention to the episode. 

During the same night the informant reccived a telephone call 
from the superintendent of the house where R. B. lived. The su- 
perintendent reported that the patient was wandering all over the 
apartment house, disturbing other tenants. The sister immediately 
went to see her and, because of her condition, consulted a physician. 
Ile advised that the patient be taken to Bellevue Hospital, and this 
was done immediately, 

Initial Examination: KR. B. was admitted to Pilgrim State Hos- 
pital from Bellevue on March 11, 1942. The physical examination 
was essentially negative. The woman was rather thin, weighing 
only 94 pounds. She was left-handed. Neurological signs were 
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not marked. There was a left central facial weakness. The patel- 
lar reflex was increased on the left. There was bilateral partial 
anosnuia. The fundi oculi were normal. 

The mental examination revealed abnormalities in the general 
behavior and in the sensorium. Behavior was characterized by 
a remarkable irritability. The patient was angry, bitter, antago- 
nistic toward the examiner, but at times elated and even facetious. 
She was clean in habits and tidy in appearance. She seemed at 
times confused, at others perplexed. There was a tendency to 
overproductivity especially when she was irritated. No halluci- 
nations, delusions, nor particular trends were elicited. Orientation 
was only fair. R. B. knew her own identity, the name of the hos- 
pital, the month, but did not know the day and the vear. Her 
remote memory was good, and she was exact in giving data of per- 
sonal identification. The recent memory did not seem so good as 
the remote; the woman was not definite about the details of her 
admission. She did not remember exactly what she had eaten for 
breakfast. Retention and immediate recall were only slightly im- 
paired. The patient was able to remember names of streets and 
addresses for five minutes but could not repeat series of more than 
five digits. Counting and simple calculations were executed well. 
The patient was able to read a short story but was not able to 
repeat it and give relevant details. Writing did not show any ab- 
normality. Scholastic knowledge was very poor, probably due 
to her memory defect. General knowledge was also poor. Re- 
quested to tell something about the present international situation, 
she answered, ‘‘ We are at war, that’s all I can say.’’ 

Insight and judgment were impaired. The woman did not real- 
ize that she had suffered a mental change, Hlowever, she admitted 
being confused and forgetful. 

Course and Special Examinations: During the month of March, 
there was little change in the mental condition of the patient. The 
following is a summary of the Rorschach record: **This is deti- 
nitely an organic record, Six of the 10 characteristic signs of 
organic disturbances of the central nervous system described by 
Piotrowski’ are to be found in the record. The patient sees reality 
poorly, synthesizes new concepts with difficulty but has some in- 
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sight into her defects. Although her mood in general is cheertul, 
she is unusually labile with some tendency to depression. There 
is considerable drive and will to achieve success despite her de- 
fects. There is some tendency to introspection. Despite the poor 
emotional control, her emotionality is not particularly vigorous 
and one would not expect any outbursts.’’ 

A complete neurological examination performed March 24 
yielded the following signs and symptoms: Partial impairment of 
smell, slight left central facial weakness, absent left abdominals 
and slightly more active left-sided biceps, patellar, and ankle jerks, 
although the tendon reflexes generally were quite active. No eleva- 
tion of the discs was noted. No sensory loss was found. Her gait 
showed some diminution of associated arm movements due to man- 
neristic postures of the hands. 

The electroencephalogram with all leads showed an alpha ryhthin 
of 5 to 10 microvolts but with waves of irregular shape, with occa- 
sional bursts of spikes of the same amplitude but more rapid rate. 
The predominant rate was about 8 to 10 a second. Frontal leads 
showed somewhat higher potentiai with respect to the occipital 
than is the average. 

On March 21, an X-ray of the skull was taken. P. A. and A. P. 
as well as lateral, stereoscopie views showed that the sella turcica 
was normal. Anterior and posterior clinoids were normal. There 
was some rarefaction in the frontal region beneath the inner plate 
of the skull, but no definite evidence of neoformation. There was 
no evidence of fracture. 

During the month of April, R. B. continued to reside in a quiet 
ward. She was fairly cooperative, liked to play games with other 
patients, but invariably lost. She was able to learn and to remem- 
ber the name of the physician but was not able to say in which 
ward she was located. She appeared less excited and less aggres- 
sive. On April 21, a spinal tap was performed. Afterward, the 
patient had an elevation of temperature to 101, complained of se- 
vere headaches, was excited during the following night and was 
up several times. For several days thereafter, she complained of 
headaches and appeared more confused than usual. Laboratory 
tests performed on the spinal fluid were all negative except for 
the Kahn, which was 2 
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On May 11, an encephalogram was performed. Table 1 gives 
the quantities of air injected progressively and the changes in 
spinal fluid and blood pressures : 


TABLE 1, 
Air injected Spinal fluid pressure B.P: Pulse Stimulation 
0 ce. 500 mms. 90/75 66 (bi-frontal headache) 
20 cc. 540 mms. 80/58 56 
40 ee. 350 mms. 80/52 40 
60 ce. 300 mms, 90/60 40 
Patient drowsy Adrenalin 1 cc. (HH) 
Patient drowsy Caffeine sodium benzoate 
80 ee. 200 mms. 90/60 48 
95 ee. 130 mms. 110/70 44 


Total fluid removed, 103 ce. 


Despite the injection of 95 ce. of air into the lumbar subarach- 
noid space, the encephalogram showed very little air in the cranial 
cavity. A small amount was distributed along the falx which ap- 
peared to be very slightly displaced to the left. A few cubic centi- 
meters of air were observed in the posterior horn of the left ven- 
tricle. Another small collection of air was present beneath the 
tentorium of the cerebellum. The parietal venous plexuses were 
nore pronounced, and their branches were broader than usual. No 
areas of calcification were observed, and no evidence of increased 
intracranial pressuve was found. The sella turcica did not show 
any decrease in density of the posterior clinoid processes. The 
major portion of both lateral ventricles, the third ventricle and 
the fourth ventricle were not visualized by the encephalogram. 

During the procedure, it was surprising to note that the patient 
perspired very little. She was conscious and talked throughout. 
Iler headache was initially frontal and gradually became general- 
ized. Her bradyeardia responded to stimulation with adrenalin 
after caffeine sodium benzoate had failed to increase the pulse rate. 
The spinal fluid remained clear throughout the procedure with pro- 
nounced fall of spinal fluid pressure. The patient was comfortable 
immediately after the encephalogram except for a headache. 

Twenty hours afterward, however, she suddenly presented a 
symptomatology suggestive of a cerebral hemorrhage. She be- 
came suddenly stuporous, presented right hemiplegia, bilateral 
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Babinski, small pupils. Respiration was weak and stertorous, the 
general condition very poor, 

Another spinal tap was performed. Spinal fluid pressure was 
195 mm.; 10 ce. of bloody fluid were removed. The final pressure 
was 8) mm.; the Ayala index was 4.3. The temperature continued 
to rise, the general condition grew worse, and the patient died, 
May 14, at 12:05 a. m. 

Gross Pathologic Observations: Postmortem examination was 
performed 14 hours after death and was limited to the brain, with 
permission for a complete autopsy withheld. 

The brain weighed 1,150 grams. The dura and pia appeared 
normal. The vessels of the base did not show arteriosclerotic 
changes. There was an area of hemorrhage just anteriorly and 
superiorly to the sella turcica. No atrophy of the convolutions was 
noticed, but in the left hemisphere the gyri appeared a little flat- 
tened. This flattening was slightly appreciable in the lateral as- 
pect of the left hemisphere, but was more pronounced on the orbital 
surface. 

The brain was cut in parallel frontal sections (Fig. 1). Ina 
section forward of the anterior horn of the lateral ventricles, the 
white matter of the left frontal lobe appeared slightly hyperemic. 
In one passing through the anterior horn of the lateral ventricles, 
it was noted that the anterior extremity and lateral wall of the left 
anterior horn had lost their normal aspect. The usual structures 
were replaced by very friable tissue; necrotic material, blood clot 
and neoplastic tissue, were intermingled. The tumorous tissue 
radially infiltrated the white matter around this area, which imme- 
diately surrounded the anterior horn. 

In a section passing immediately anteriorly to the tip of the tem- 
poral poles, a large hemorrhagic mass was seen to have replaced 
the major part of the white matter of the left frontal lobe. Pro- 
ceeding caudally for about 1 em., the mass enlarged radially in all 
diameters. Small areas having the character of tumorous tissue 
were recognizable in it, especially at the periphery. At its peri- 
phery, there was no sharp distinction between normal tissue and 
pathological areas. Laterally, the infiltration reached a point 
eight mm. from the medial aspect of the frontal lobe, two em. from 
the lateral surface, one-half cm. from its orbital surface and about 


Fig. 1. Gross appearance of the tumor. Description is given in the text. 
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three em. from the superior frontal gyrus. This mass projected 
also into the anterior horn of the ventricle almost completely filling 
its cavity. The superior and medial walls of the anterior horn 
were not infiltrated. On the medial half of the lateral wall, the 
ependyma appeared intact, and no infiltration was seen therein. 
The lateral half of the wall, however, and the head of the caudate 
nucleus appeared hemorrhagic and infiltrated. 

At the same level, a secondary mass was seen in which no hem- 
orrhages were detected and in which the tissue was well preserved. 
This mass originated from the posterior part of the tumor and 
thrust itself anteriorly and medially into the inferior part of the 
longitudinal fissure, so that the gyrus cinguli, the inferior part of 
the superior frontal gyrus and partially the gyri recti of both hem- 
ispheres were compressed, especially those of the right side. This 
secondary mass, semispherical in shape, compressed but did not 
infiltrate at all the structures just mentioned. In a section one em. 
posterior to the previous one, the tumorous mass was seen to ex- 
tend more toward the medial and basal surfaces of the brain, less 
toward the lateral. The pathological formation had replaced the 
head of the caudate nucleus and the septum pellucidum was pushed 
toward the right side so that even the right anterior horn appeared 
compressed. 

In a section passing anteriorly to the optie chiasma no anterior 
commissure was detected, it having been replaced by hemorrhagic 
tissue. The white matter was transformed into a débris in which 
islands of tumorous tissue were seen. The septum pellucidum was 
displaced toward the right so that both right and left anterior 
horns were compressed. Although tumoral tissue was recognized 
immediately below the ependyma, the latter appeared intact. 
Proceeding more and more caudally, the hemorrhagic content of 
the tumoral mass decreased. Pure tumoral tissue diminishing in 
mass was seen directed laterally more and more apart from the 
ventricle, so that normal tissue was noted between the eavity and 
the tumor. Ina section at the level of the central sulcus, the white 
matter appeared intact. 

Microscopic Findings: Accurate microscopic investigation could 
be made only of the peripheral parts of the tumor on account of 
the necrosis of the central portion which made it unsuitable for 
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histologic technique. llowever, the secondary roundish mass, de- 
scribed in a previous paragraph, could be examined completely. 
At low magnification one noticed an atypical tissue rich in cells 
and poor in stroma, Necrotic areas, uniformly stained pink in 
hematoxylin and eosin sections, were frequently encountered, even 
in the small secondary mass. In the latter, a larger necrotic area 
was also found in the central part, interrupted only by a few small 
islands of better-preserved tissue. 

No particular arrangement was observed in the distribution of 
cells, no pseudo-palisade formation, no pseudo-rosettes, no radial 
perivascular disposition. However, bundles of cells, almost paral- 
lel, were seen. At times these bundles were more or less tortuous 
(Fig. 2). The tumorous tissue infiltrated the surrounding strue- 
tures except in the small secondary mass described, where a sharp 
line of demarcation was seen between the tumor and the com- 
pressed nervous tissue (Fig. 6 and Fig. 7). 

At higher magnification, it was noticed that by far the great ma- 
jority of cells had an elongated shape and were in every respect 
similar to those described by Bailey and Cushing® * as polar spon- 
gioblasts (Fig. 3). In hematoxylin and eosin sections, the cyto- 
plasm had one or two long processes, which had a tendeney to be 
parallel to each other. These processes were readily seen in sec- 
tions stained with Bodian’s method* (Fig. 4). There, they often 
appeared presenting a more or less tortuous, or beaded shape. 
They were rather thick, especially near the cell body. 

The nuclei were generally elongated, but in cross sections they 
appeared ovoid. The chromatinie content was not uniformly dis- 
tributed but divided in numerous dots. Mitoses were noticed only in 
a few sections of the tumor. Other types of nuclei, especially round 
ones, were occasionally observed. The latter had a heavy, uniform 
chromatinie content. 

In sections stained with Eros’ method’ for the vascular pattern, 
a characteristic distribution of the blood vessels was found. The 
latter were seen to oecupy the peripheral parts of the tumor; none 
was seen in the center. Large vessels were encountered, around 
which a periadventitial proliferation of capillaries was often seen. 
In a few large vessels thrombotic formations were observed (Fig. 
5). Both large vessels and capillaries had a characteristically 
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Fig. 3. The cells spindle-shaped and have elongated nuclei, in’ which the 


chromatin is abundant and divided in dots. Hematoxylin and eosin. High power, 
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Fig. 4. The processes of the spongioblasts are thick and heavily stained, especially 


near the cell body. Bodian method. High power, 


Fig. 5. Section from the periphery of the tumor, showing several blood vessels cut 


longitudinally. Some vessels are characteristically beaded; several present 


thrombotic formations. Eros method. Low power, 
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Fig. 7. 


A large artery is charaeteristically located in the line of delimitation of the 
tumor. The tumorous tissue is seen in the upper part of the plate, and the com- 


pressed nervous tissue in the lower. Hematoxylin and eosin. Middle power, 
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beaded appearance as described by Sahs and Alexander® and by 
the writer.” They were tortuous and presented only a few second- 
ary branches which detached themselves at irregular intervals, 
ended shortly and did not anastomose. Small extravasations were 
frequently seen. The typical distribution of blood vessels was no- 
ticed also in hematoxylin and eosin sections. Along the sharp line 
of delimitation of the tumor large blood vessels were character- 
istically numerous (Fig. 6 and Fig. 7). 


CONCLUSIONS AND COMMENTS 


The mental picture presented by this woman is comparable to 
those generally due to lesions affecting the frontal lobes. The 
symptoms were definitely organic in nature. No hallucinations, de- 
lusions or particular trends were elicited. A state of confusion, 
irritability and disorientation with marked memory defects was 
outstanding. There was also a slight but not continuous overpro- 
ductivity and a tendency, although not very pronounced, to elation 
and facetiousness. 

In the American literature, Strauss and Keschner, and Frazier® 
have recently reviewed the mental symptoms in cases of frontal lobe 
tumor. Strauss and Keschner found mental symptoms in 90 per cent 
of these cases, disturbances of sensorium in 80, changes in person- 
ality in 90, facetiousness in 25, disturbances in memory and ori- 
entation in 65, disturbances in higher psychie functions in 70 per 
cent. Disturbances in sensorium, personality, affect, memory and 
intellect in the same patient were found only in 35 per cent of the 
cases, especially in patients with bilateral involvement. In the case 
described here the tumor actually involved only the left lobe, but, 
as pointed out, the right lobe was also compressed, especially by 
the secondary mass given off from the bulk of the twnor. The oc- 
currence of all the psychic symptoms, which give to the case an al- 
most complete typical picture, is therefore explainable. 

Whereas the mental status was typical and identifiable with what 
is known concerning the psychic manifestations occurring in frontal 
tumors, the neurological picture was an unusual one. First of all, 
the neurological examination revealed few signs and they were not 
pronounced, This may be explained by the fact that the tumor did 
not actually reach the cortex at any point. More unusual, was the 
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fact that some signs were presented only on the left side (facial 
weakness); others (exaggeration of tendon reflexes) were more 
pronounced on the left side; whereas, according to the location of 
the tumor, the signs should have been more marked on the right 
side. No visual signs were elicited. It is, therefore, easily un- 
derstandable how difficult it was to localize the lesion. This ano- 
maly may be explained by the fact that on the left side the tumor 
involved silent white matter. On the other hand, the compression, 
produced especially by the compact secondary mass of the tumor, 
was probably felt more by the right lobe. This explanation, how- 
ever, is not satisfactory. It is also untenable to find the cause of 
the phenomena in the fact that the patient was left-handed, because 
handedness is considered important only in the localization of the 
language center. llowever, upon examining the literature, it is 
found that the diverse and atypical symptomatology presented so 
often in cases of ventricular or paraventricular tumors is strik- 
ing. Thus, it is impossible to localize those lesions without the help 
of ventriculography. 

The tumor in this case may be considered a ventricular one, be- 
cause a conspicuous part of it projected into the anterior horn of 
the left lateral ventricle. Many European authors—the French in 
particular—have studied tumors so localized (Barres, Reys and 
Schowb,"’ Challiol,! Jacarelli,’? Paulian and <Aricesco,’* Rizzo," 
Livierato and Cosmettatos,’’ Jumentie,’” Barbeau,'* Thomas,'® 
ete.). 

Dandy,” in his monograph, takes into particular consideration 
the benign types of ventricular tumors. The majority of authors 
agree in stating the impossibility of correct localization without the 
help of ventriculography. A few of them (Baruch, Barres) at- 
tempted to individualize a particular symptomatology, but their 
conclusions do not coincide. It seems, therefore, justified to con- 
clude, as is also demonstrated by this case, that the ventricular or 
paraventricular tumors do not produce a special symptomatology. 

This case was also interesting because of the histologie type of 
the tumor. For the characteristics described, this neoplasm must 
be considered, aecording to the classification of Bailey and Cush- 
ing,’ * a spongioblastoma polare. This type of glioma is not ex- 
tremely rare; as a matter of fact in Cushing’s” collection, its inci- 
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dence is 1.6 per cent of all the intracranial tumors; in Adson’s* 
collection, it is 1.2 per cent; in Cairns™ collection it is 0.5 per cent. 
Ilowever, this type is generally encountered in the optic chiasma of 
children and in the brainstem. *** It must be considered, there- 
fore, unusual to find it in a paraventricular site. The ventricular 
tumors described in the literature do not seem,with some excep- 
tions, to be spongioblastomas polare. Ilowever, it must be admit- 
ted that it is often impossible to recognize the nature of the numer- 
ous ventricular tumors described in the European, and especially 
in the French literature, either on account of incomplete histologi- 
‘al description, or because of chaotic confusion arising in the de- 
scriptions by those authors who do not yet follow Bailey’s and 
Cushing’s® classification. 

Another important point to be considered in the study of this case 
is the sudden change which occurred after the encephalogram and 
seemed to hasten the death of the patient. The clinical symptoma- 
tology presented by the patient, as well as the autopsy report, 
leaves no doubt, that death was due to cerebral hemorrhage. The 
fact that it oecurred so short a time after the encephalogram sug- 
gests that the latter is responsible. In the opinion of the author, 
it is possible to understand why that procedure could cause such an 
accident if one takes into consideration the peculiar vasculariza- 
tion of this tumor. As has been described, it was poorly vascular- 
ized in its central part, but very abundantly provided with small 
and large vessels in its periphery. Ina previous paper, the writer’ 
demonstrated that in brains with tumors the pial vessels are often 
engorged and dilated, confirming what other authors* had previ- 
ously found by nonhistological methods in all cases of increased in- 
tracranial pressure. It is probable that the same dilatation occurs 
in subependymal vessels. In this case the vessels in the subependy- 
mal region were more numerous and probably even more dilated be- 
‘ause they lay in the peripheral part of the tumor. This ean only 
be assumed from what was found microscopically in all other peri- 
pheral parts of the tumor. The condition was not actually seen, of 
course, because the peripheral subependymal part of the tumor was 
very necrotic and hemorrhagic so that histologic investigations with 
the Eros method were not possible in that area, 
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It is conceivable that the removal of spinal fluid caused a sudden 
drop of the supporting extravascular pressure and that conse- 
quently the walls of the vessels were even more pushed out. That 
this occurs in sunilar conditions was experimentally proved by 
Wolff and Forbes.** The dilatation is probably very pronounced 
in cases of brain tumors, due to the localized high blood pressure 
present within or around the tumors, and to the impairment of the 
compensatory mechanisms. The walls of the vessels of brain tu- 
mors are not so resistant as the usual vascular walls. It is, there- 
fore, comprehensible that a few of them may rupture during sud- 
den dilatation without counterbalancing pressure. This rupture 
may occur at the periphery or in a central vessel in which the pres- 
sure and the blood stream are activated by the sudden current to- 
ward the periphery. It may oecur also later in the compensatory 
mechanisms, which may involve a redistribution of blood even in 
impaired vessels. In this patient, it is possible that a small hemorr- 
hage took place before the taking of the pneumoencephalogram, in 
the month of March, when a spinal tap was performed, after which, 
she presented headache, increased agitation, confusion and fever. 
A larger hemorrhage, which probably produced death, occurred 
after the encephalogram for which 103 ce. of fluid were removed. 
From the literature it appears that death not seldom follows en- 
cephalograms, ventriculography and even simple spinal puncture in 
cases of ventricular tumors (Paulian and Aricesco,"* Bailey,’ ete.). 
It seems, therefore, justified to conclude that all these procedures 
are more dangerous in ventricular tumors which present a peri- 
pheral vascularization characteristic of their histological types. 
Ilowever, in benign tumors which present a different vascular pat- 
tern these procedures may not be dangerous. 

The perfection of a technique employing thorothrast for angiog- 
raphy to replace encephalography and ventriculography is to be 
anticipated. Then, the present dangers may be obviated and at 
the same time the localization and differentiation of such tumors by 
their vascular patterns may be achieved. 


SuMMARY 


A ease of frontal lobe tumor expanding into the anterior horn of 
the lett lateral ventricle is reported. 
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Both the clinical symptomatology and the pathological findings 
are described and discussed. Special consideration is paid to the 
fact that death occurred after a pneumoencephalogram was _ per- 
formed. Some conclusions are drawn concerning the importance of 
the characteristic vascular pattern of this tumor in the mechanism 
which produced such an accident. 
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AN ANALYSIS OF SHOCK THERAPY IN SCHIZOPHRENIA ON THE 
BASIS OF A NITROGEN INHALATION CONTROL SERIES* 

BY LEONARD R, SILLMAN, M. D.,1 AND CHRISTOPHER TERRENCE, M. D. 

That insulin and metrazol shock are influential in affecting symp- 
tomatology in schizophrenia is a point challenged only by those 
who have not had the opportunity to observe the benefits of these 
therapies. It is generally well-accepted that, whereas these meas- 
ures definitely influence symptomatology, the disease process or 
processes underlying schizophrenia are not so clearly affected. 
Therefore, further improved methods for treatment are needed. 

Improvement in the therapy of schizophrenia is impeded by in- 
ability to experiment with this disease in animals, by absence of a 
clear-cut pathological picture and by difficulty in providing an ade- 
quate control for the measures used. Because schizophrenia is 
probably the most complicated and variable disease in medicine, it 
is difficult to analyze the influences of various therapeutic reagents. 
Further research and refinement of therapeutic. measures must 
logically proceed) from an understanding of the mechanisms 
whereby the present shock therapies affect the svinptomatology of 
schizophrenia. 

The writers are reporting in this paper a series of 62 cases of 
schizophrenia which were unsuccessfully treated with nitrogen in- 
halation and, subsequently, treated with insulin or metrazol or 
both. While receiving nitrogen inhalation, each patient was sub- 
jected to a period in which he submitted daily to a therapy produe- 
ing a transient but deep coma and anoxemia, a stimulation of the 
autonomic nervous system, unconsciousness, tonie and clonic move- 
ments, as well as opisthotonus and frequently emprosthotonus. 
Further, each patient received personal attention in excess of that 
which the size of the State hospital personnel allows, as well as a 
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group contact with other patients receiving treatment. Thus, many 
of the factors in metrazol and insulin shock therapies were pres- 
ent, providing a preliminary control period for the subsequent 
metrazol and insulin treatment. 

The rationale behind nitrogen inhalation was the discovery that 
oxygen consumption of the brain diminishes in insulin’ and 
metrazol shock. ** On the basis of this observation, tech- 
nique was devised for producing pure anoxemia.* This consists 
of having the patient inhale an atmosphere of pure nitrogen to the 
point where he manifests extensor spasms or emprosthotonus 
whereupon pure oxygen is given, and he is brought back to con- 
sciousness. In the series of cases reported here, treatment was 
administered five days a week. The average number of treatments 
was 40, the maximum 60, the minimum 20. Ina series of 112 cases 
of schizophrenia, the improvement rate corresponded roughly to 
the spontaneous remission rate of schizophrenia, or about 20 per 
cent. The patients showed none of the striking and dramatic 
changes in symptomatology seen in insulin and metrazol therapies. 
The writers’ results were in complete agreement with those of 
Green and Adriani,’ Fraser and Reitman,’ Lengyel,’ and in con- 
tradiction with the results of Lipetz.* Thus, it seems correct to con- 
clude that pure anoxemia has no therapeutie effeet on schizo- 
phrenia, 

Krom this, it can also be seen that the influence of special atten- 
tion; the fear of death and satisfaction of need to be punished, a 
mechanism pointed out by yaufman ;° transient depression of brain 
metabolism; gross stimulation of the autonomic nervous system; 
unconsciousness; subcortical motor phenomena do not of them- 
selves produce symptom improvement in schizophrenia. 

Subsequent to the administration of nitrogen anoxemia, 62 pa- 
tients, none of whom improved while receiving nitrogen inhala- 
tion, received further shock therapy. Im many instances, improve- 
ment was striking and began as soon as shock was achieved. Forty 
patients received a course of insulin coma and 27 patients received 
a series of 15 to 20 metrazol convulsions. Five cases had both 
types of treatment. The results are as follows: 
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Percentage 

Improved Unimproved Total improved 


(five repeats) 


It is interesting to note clinically that the patients who improved 
while nitrogen was being given showed more overactivity, more af- 
fective display, more active resistance, as well as acute perplexity 
in conformity with the prognostic criteria as given by Langfeldt' 
and others. The cases which showed no response to any form of 
treatment had a larger predominance of passivity and a tendency 
toward marked incoherence, There was a higher incidence of im- 
pulse disturbance, grimacing and fragmentation of thought and 
action. They tended to show a more regressive, infantile type of 
contusion. There was a much higher degree of self-absorption. 


DIscuSsSION 


In evaluating nitrogen anoxemia, Levine and Schilder" point out 
a significant difference between pure anoxemia as compared with 
insulin and metrazol shock in that there is no change of conscious- 
ness in the former. They also point out that there is no disturb- 
ance in Gestalt performance in the nitrogen cases. Sakel’? has 
advanced the theory that the influence of hypoglycemia is to allow 
normal association pathways to recuperate, 

It is the opinion of one of the writers (LL. R.S.), in line with 
Levine and Schilder’s point, that the essential factor which pro- 
duces an effect in the shock therapies is its influence on conscious. 
ness and the patient’s stream of thought and activity. It is sug- 
gested that schizophrenia may be best defined as a disruption in 
the integration of preceptive engrams, ideation, and motility pat- 
terns with consciousness and reality integration. In this condition 
motility often acquires autonomy as in catatonia. Preceptive en- 
grams become autonomous, as in hallucinations: or ideation di- 
vorces itself from its integration to the rest of the psychie ap- 
paratus, as in the hebephrenie and paranoid forms. It would 
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seein that the essential process is to disrupt the higher integration 
of reality sense with matured preception, motility and ideation. 
According to this construction, the idea suggests itself that treat- 
ment must somehow affect this integration. 

In insulin shock, motility and ideation are influenced in a c¢lini- 
cally demonstrable manner. There is grimacing and _ repetitive 
movements in the stupor. In the metrazol therapy, there is a mas- 
sive motor discharge. In the metrazol and insulin therapies there 
is a common phenomenon present. This may be called the quality 
of ‘tideo-motor adhesion.’’ It is present in the stupor of insulin 
shock and in the postconvulsive confusion. In confirmation of the 
thesis that this phenomenon has a value in the therapeutics of 
schizophrenia, is the fact that a similar state is frequently observed 
when sodium amytal is administered intravenously. As is uni- 
versally recognized, this latter drug also has a marked influence on 
schizophrenic symptomatology. In amytal narcosis, insulin stupor 
and postconvulsive confusion, the observer has the impression that 
ideas and their motor counterparts are In some peculiar way more 
adherent. One notices an excitation of compulsive and obsessive 
mechanisms in the presence of diminished consciousness and self- 
consciousness. From this, it is suggested that the essential thera- 
peutic action of the shock therapies is by exerting a cohesive influ- 
ence on the dissociated psychic processes by a selective integration 
of ideation and motility with consciousness, 

It is, therefore, suggested that further efforts to improve therapy 
be directed toward devising and improving reagents which exert an 
influence on the junction of motility, preception and ideation with 
Consciousness. 

SUMMARY 

1. In 62 cases of schizophrenia unsuccessfully treated with ni- 
trogen inhalation there was a 52 per cent improvement with insulin 
and metrazol therapies. 

2. Utilizing the nitrogen anoxemia period as a control, it would 
seem that special attention, fear of death, satisfaction of the need 
to be punished, transient depression of brain metabolism, gross 
stimulation of the autonomic nervous system, unconsciousness, and 
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subcortical motor phenomena are not influential in the therapeutic 
results of insulin and metrazol shock therapies. 

3. It is suggested that further refinements of therapeutic meas- 
ures be focused on improving methods for effecting the integration 


of consciousness with motility, preception and ideation, 
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PSYCHOANALYSIS OF PSYCHOSES 
II. TRANSFERENCE* 


BY PAUL FEDERN, M. D. 


Neuroses can be psychoanalyzed successfully in spite of unfavor- 
able external conditions. The neurotic learns through psychoanaly- 
sis to become master of his fate, within the limits of individual hu- 

yman power. In the psychotic, lasting success depends much more 
Pea on favorable external circumstances, as was demonstrated in the 
discussion of ** Mrrors and How to Avoid Them.”’ 

Under such favorable external circumstances, psychoanalysis of 
psychoties can be undertaken and will cure or improve the patient’s 
illness. It is bound to prove unsatisfactory, though, when the rules 
prescribed by Freud for transference neuroses are stubbornly ap- 
plied to narcissistic psychoses, 


To use a familiar simile: When one is dealing with neuroties, 
inhibitory dams and sluices can be opened as there is no danger of 
real inundation because the water level is low. The same method 
in psychoses means the opening of dams and sluices during inun- 
dation. Only in exceptional cases is that the right method, though 
a risky one; in most cases, it increases destruction, 

The method sponsored here is not mere psychotherapy with psy- 
choanalytical knowledge. It is true psychoanalysis, i. e., the accept- 
ance of Freud’s own definition of his method: the application of 
the economical, topical and dynamic viewpoints while using free as- 
sociation and coping with transference and resistance. The eco- 
nomical, topical and dynamic conceptions remain the same; the dif- 

_terence lies in resistance and transference. In psychoses, normal 

resistances are broken down and have to be reestablished by psy- 

‘ choanalysis; transferences have to be managed differently. Free 

/ association as the means of bringing out unconscious material is 

seldom needed, because too much of the unconscious has been 

brought out by the psychosis. To say it in antithesis: In neuroses, 
we want to lift repression, in psychoses to create.re-repression. — 

to of three papers by Dr. Federn on the general subject of 

‘* Psychoanalysis of Psychoses.’’ Part I, ‘‘Errors and How to Avoid Them,’’ was pub- 


lished in the January, 1943, number of THE PSYCHIATRIC QUARTERLY, and Part III, 
‘*The Psychoanalytic Process,’’ will appear in a future issue. 
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This discussion will be opened with the topic of transference. 
This was the stumbling block for psychoanalysts in regard to psy- 
choses. Freud himself said to the writer a few vears ago, ** Psy- 
chotics are a nuisance to psychoanalysis."’ arguments in brief 
are that there is no transference and no healthy ego. Transference 
is needed to shift object attachments from the unconscious to the 
psychoanalyst. By becoming transferred, the neurosis enters into 
reality. Lack of transference in neurotics was unknown to Freud 
so that he suspected an underlying psychosis when such a lack 
was noted. This opinion has proved to be wrong in some cases, 
Not every narcissism is bound to be psychotic. Freud himself de- 
tected later that the narcissistic type of libido distribution affords 
a foundation for aggression and independence and this type may 
refuse any transference through extraordinary pride and spite. 
Some analysts are apt, much more than Freud, to provoke this kind 
of resistance. W. Reich has called it ‘*narcissistic armor’? which 
has to be broken down before positive transference can be estab- 
lished. Campbell is right in saving that psychiatrists see patients 
deformed by their treatments. 

Analysts, however, were wrong in concluding that the psychotic 
forms no transference. He is eager to make transferences with 
the healthy and the disordered parts of the ego; these parts can 
either have the same object or different ones. ‘This transference 
‘an be easily lost after having been provoked, or it can last through 
life. The transference of the psychotic part of the personality is 
solmetimes dangerous and can lead to aggression and slaughter, as 
well as to deification of the object, and both aggression and deifica- 
tion can put an end to any contact because of deeply-rooted fears. 
Transference, except in mild borderline cases, cannot be used as a 
reliable catalytic in the elucidation by psychoanalysis. Every new, 
stage of development can destroy established transference. The 
psychotic does not sufficiently separate psychoanalysis from life 
until his ego-structure is almost restored. 

\This is the reason why it is preferable not to have the patient lie\ * 
on the psychoanalytic couch. When the neurotic rises from the \ 
couch, he returns to his normal behavior and to his conscious rela- 
tionship to the analyst. Not so the psychotic. He does not fully 
cope with the half-reality of transference and thereby confuses it 
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with reality, and vice versa. After interpretation of his dreams, he 
is unable to distinguish his dreamed intentions from his real rela- 
tionships; he might run away from home or attack the person who 
provoked his dreamed death wishes. 

“Freud was quite right: There is no reliability in an ego which be- 
comes the prey of illusions and hallucinations, whose precepts and 
concepts are themselves corruptions further forged by false pro- 


\jections. One accepts the transterences and egos as they are of- 


fered by the psychotic, but our method has to be adapted to them. 
The same conclusion agrees with the experience that the usual 
method of psychoanalysis provokes the manifestation of latent psy- 
choses and the extension over larger parts of the personality of un- 
mistakable psychoses. 

Another reason for changing the method of analysis in the case 
of psychoses was the necessity of protecting the family and others. 
Any attempt to analyze a psychotic in the usual way must be made 
after hospitalization. The sanatoria and clinics, however, have 
not cooperated with the subtle work of psychoanalysis. When 
treating a psychotic patient ina home the writer had to take care 
not to arouse fear and violence between the patient and the fam- 
ily. In all cases, before coming to the analyst, the relatives had 
found from experience that hospitalization had done no visible 
vood. Heavy expenses were expected for vears, or for life, and the 
relatives, therefore, cooperated quite willingly themselves, or paid 
for a foster home with guardian and nurse, Sometimes a separate 
household was established, a procedure which was not more expen- 
sive than the stay in an adequate sanatorium. Many quiet cases 
were cured at home. 

One of the most difficult questions is how to protect children. 
Many become deeply injured by living with a psychotic; on the 
other hand, one learns from the psychoanalysis of adults that the 
knowledge that a parent is or was hospitalized is as traumatizing 
for the child, or even more so, than living with such a parent. In 
some cases, it is better to remove the child and to leave the psy- 
chotic person in the home. Some psyehotices control themselves in 
front of their children. When a child is already accustomed to the 
mother’s disease and is interested in cooperating, separation would 
be another injury, because such a child loves the mother. Where 
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there are good institutions with psychoanalytically-trained staff, 
nurses and attendants, hospitalization is the proper measure. In 
this case, one hopes that mental disease will not continue to hu- 
miliate and stigmatize the patient. 

In Vienna, the writer preferred to avoid hospitalization, in this 
respect usually siding with the patient himself. Mamnie-depressives, 
however, themselves ask for hospitalization during depressions, but 
in their manie periods resent its restraints. Whenever, with the 
help of drugs, the writer could keep his patient under control dur- 
ing a moderate manic period, the course of the disease was favor- 
ably affected. Such patients must be permitted to come to the psy- 
choanalyst whenever they feel the impulse to give way to one of 
their quick decisions. Some can never forgive hospitalization, al- 
though many patients agree to it and recognize the necessity for it. 

Twenty-three vears ago, a schizophrene with auditory hallucina- 
tions that God was calling him disagreed with lis psychoanalyst in 
respect to hospitalization and escaped 10 days after having been 
‘‘imprisoned.’’ His wife consulted the writer who treated him, 
with his former analyst’s consent, in his mother’s home. He re- 
covered to the extent that he was able to resume his scientific and 
cultural work and has been supporting his family since then. By 
advising his wife, the writer directed his treatment for 20 vears_ 
without seeing him. Now he is working in this country after having 
gone through hard experiences without a relapse. If he had agreed 
to follow routine procedure, he probably would have become amen- 
tal wreck like so many hospitalized cases of dementia paranoides, 
His wife told the writer recently that, far from having suffered, she 
has enjoved sharing his life, although for eugenie reasons she has 
had no children. 

In regard to hospitalization, Freud once said that the therapeutic 
provocation of acute psychoses through psychoanalysis might 
prove effective therapy under three conditions: (1) a thorough psy- 
choanalytic understanding of the narcissistic mechanisms; (2) in 
psychoanalytic clinics and hospitals; and (3) when opponents cease 
to misuse those cases which cause psychoanalysis to appear at a 
disadvantage. 

Since then, much progress has been made in all these directions, 
vet it is still not advisable to provoke acute psychoses because we 
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are still unable to prognosticate and to control their courses. The 
writer, therefore, always tries to hinder the progress of the psy- 
chosis and prefers to psychoanalyze incompletely, but innocuously. 
“ Psyehotic patients offer their positive transference to the ana- 
lvsts; the analysts must nourish it as something precious in order to 
. preserve their influence, so that the patients regain control of their 
psychotic reactions through their own understanding. Transfer- 
ence is helpful in the analysis of underlying conflicts of the psycho- 
sis, but a positive transference itself must never-be dissolved by 
psychoanalysis. When it is dissolved, the analysts have lost all in- 
fluence, because they cannot continue to work with the psychotic, as 
with the neurotic, during his-periods of negative transfer ce, 
Even with neurotics, the transference neurosis and the adjustment 
made with the patient’s ego are not the aims, they are only the 
means to uncover the unconscious by free association. We do not 
need them where free association is superfluous and the uncon- 
scious uncovers itself too much. In neuroses, the goal is to replace 
the rule of the id by the rule of the ego. In psychoses, the goal is 
the same, but before it can be attained, many functions which have 
ntered abnormally into the conscious ego have to be re-repressed 
and must return to the id. In psychoses, the usual psychoanalyti- 
cal use of transference is more limited, but of even greater value. 
The antithesis is this: In neuroties, transference is used to make 
_“Yepressed material free; in psychotics, to make free material 
repressed. 

‘The writer has already distinguished between healthy and psy- 
‘hotic transference. The first type is the same as that in the rela- 
tionship to anyone who becomes a friend, helper, or lover. Such 
transference counteracts the dangers which transference made by 

/ the psychotic part of the ego brings to the object, the psychoana- 
lvst. The writer won a personal enemy by turning his paranoid re- 
sentment into objective hatred, through siding with his family 

\ against him. Many fanatical private and political enmities are ra- 
tionalized paranoid reactions, like surface forts built over subter- 
ranean powder mines. Such enmities endanger the doctor, when he 
verrates the positive transference to his person. 

In World War I, when the writer was the physician of the Vien- 
nese military prison, he had the opportunity to see how normal 
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transference persists during psychosis. A sergeant, an excellent, 
kind, courageous man, was on duty when one of the prisoners, a 
famous murderer called Mehalla, a basically good boy, was at- 
tacked by acute prison psychosis, ** Zuchthausknall,”” became ** stir- 
erazy.’’ Freed from the control of his reason, his muscular 
strength was enormous and he broke open the door.* He could 
not be held by his eight comrades and ran out along the corridor. 
When the sergeant tried to arrest him, Mehalla tore the sergeant’s 
bayonet out of its sheath and seemed about to attack him. The ser- 
geant did not sound the alarm, did not flee, did not use his gun, he 
quietly said, ‘* Mehalla, you will not do me any harm.’’ Mehalla 
recognized the respected man and surrendered. His suggestibility, 
that is, his transference, persisted. 

One wins the normal transference of the psychotie by sincerity, 
kindness, and understanding. It is a great error to believe that 
the psychotie accepts without protest the turmoil of his thoughts; 
whenever a psychotic feels that you understand him he is mf 
Frequently he offers opposition at first, but often by the next day 
the explanation has been accepted. One must avoid blame and se-\_. 
vere admonition, any smiling superiority, and especially any liey 
There are no white lies allowed with psychoties. To lie to a psy 
chotie is contrary to the injunction in the Bible that one must not 
place a stone in the way of the blind. To be slapped in a friendly 
way on cheeks, shoulder or buttocks, to be treated like a silly child, 
is an indignity. 

Before one ends the psychoanalytic session, misunderstandings 
should be carefully cleared up, and the positive results of the talk 
must be repeated in clear sentences. The analyst must endeavor to | 
have the positive transference continue, without it the psychotic 
scotomizes him and what he says. 

The experience of good transference is the chief normal reality 
for the psychotic. Starting from his transference one can eluci- 
date recently established falsifications and uncertainties.  Psy- 
chotic fantasies are not always fixed, as is generally believed and 
as can be understood from the term ** fixed ideas.’’ 


*The same door had resisted previously the efforts of eight men who in normal frames 
of mind wanted to break out. 
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The writer was one of the first to oppose the dogma of ‘no 
transference in psychosis.”? Today, many American psychoana- 
Ivsts have emphasized the routine of transference. 

Freud thus described the metapsychological differences between 
neurosis and psychosis: In psychosis, the conflict between ego and 
il is solved by severing the relation to reality and by yielding to 
the instinctual unconscious, the id; in neurosis, the conflict is solved 
by severing the relation to the instinctual unconscious and by sav- 
ing the reality-relationship. This formula is a basie truth, to 
which all of us fully agree; but the psychotic process does not pro- 
ceed simultaneously in the totality of the ego-relations and of the 
ego-boundaries. In psychoses, during the long period of relapses 
and of returns of the morbid ego-changes, the reality relationships 
are partially retained and even strengthened, and the id-depend- 
ences are partially diminished. On the other hand, in the neurotic 
svinptoms, the relationship to reality is partially impaired and the 
dependence of the ego on the id becomes, in part, greater than in 
normality. Freud’s statement refers to the basic and general tend- 
ency, not to every actual singular phase and to every partial mech- 
anism; because, as Freud added in the same papers, repairs and 
restitutions start immediately when the damage is done, and bring 
together the damaged productions themselves. Freud himself fre- 
quently warned us not to become dogmatic and not to overlook the 
complications of phenomena and the mixtures of mechanisms. 
In practice, the most important difference between transference 
in neuroses and psychoses lies in the factor of ambivalence. Nor- 
mally, some resultant is the outcome of love and hatred, of activity 
and passivity, of obedience and resistance in regard to one object. 

/Neurotically, the ambivalent feelings toward the same object result 
é in reaction and symptom formation. Psychotically, the contrasting 
Semotional tendencies tear the ego into its parts. In severe cata- 
tonic reactions, the divided ego-parts are working simultaneously 
with equal cathexes; they may stop all activities or may create 
stereotypy. In milder cases, the split ego-states alternate in their 
strength and with them the positive and negative transferences to 
theanalyst. The same alternation is even more evident in the other 
group of affective psychoses. In his manic states, the patient loves 
all people whom he disliked in his melancholic state and hates those 
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whom he previously liked. The same peculiarity in transference 
prevails in the many milder cases called cyclothymia, which do not 
deserve the stigma of psychosis. Very many breaks of love, friend- 
ship or partnership, many of the customary disappointments in 
one’s coworker, are based on cyclothymia of one or of both indi- 
viduals. | 

Very interesting is the outcome of marriage between two cyclo- 
thymic individuals. Very soon, both become temporarily unhappy 
and want to separate, but they are reconciled after having lived 
apart for one cycle. Both remain unaware of the underlying mech- 
anism. Each projects his endogenous change on the mate, blaming 
the partner for the difference in feeling. ‘The type each loved as 
hypomanic he does not like at all when he feels **low.’’ The writer 
has *teured’’ such diseased marriages by making both husband and 
wife understand that they chose each other when one was in his 
‘low’? and the other in his **high’’ mood swing, or when both were 
in their ‘thigh.’? In all other constellations, each is irritated by 
the other, until the original constellation returns. When the mar- 
riage partners know that they must expect such recurring inter- 
ruptions of their love, they do not become bitter against their 
mates, but tolerate each other or find relief in temporary vacations 
from married life. 

Interruption in transference is responsible for the desertion of 
some very gilted psychoanalysts who were for a long time very 
close to Freud. 

Cyelothymic business men have been observed, and it has been 
seen how their financial success was hindered by their ‘*ups** and 
**downs.’? Probably all economic crises and cycles are increased 
because so many highly talented and energetic individuals are ey- 
clothymie. If one could learn how to cure circular psychosis and 
cyclothymia, the future history of mankind might be more 
stabilized, 

Laymen have called **hysterical’’ those individuals who pass 
easily from one ego-state into another, changing their transferences 
and identifications. In psychotics, these different ego-states, with 
their loves and 


sible to reunite them—before the psychotic process itself has 
ceased—by psychoanalysis of the causes of the change. There- 
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fore, to use the transference of the psychotic, the analyst has to 
adjust to the fact that ambivalence is replaced by two (or more) 
ego-states. 


/ For this reason, one cannot psychoanalyze the psychotic with- 


out a helper who serves as harbor for the patient when-his-transte r- 
ence to. the psychoanalyst becomes uncertain. Gertrud Schwing 
found that every schizophrene craves transference to a new mother. 
All schizophrenes, she discovered, did not have true mothers, be- 
cause their mothers themselves had never had true mothers in their 
infancies. What was always thought to be an increase of the heredi- 
tary factor from generation to generation has been frequently 
found to be recurring deficiency in the infantile libido conditions. 
The writer has defined motherhood as the ‘*natural feeling that the 
fate of another person is more important than one’s own.’’ Mother- 
hood is sublimated to devotion without hesitation, there is no feel- 
ing of duty, no sensual joy, no feeling of sacrifice. It is an instine- 
tual behavior pattern which in complete mothers has resisted ecivill- 
zation and has created culture and Christianity. Such motherhood 
is opposed by strong narcissism which can be expected in the par- 
ents of psychotic patients. 

While every neurotic patient easily transfers from his mother 
to the psychoanalyst, the psychotic does not do so to a male analyst. 
This demonstrates how the psychotic depends more on reality than 
the neurotic, 1. e., when he is forced to transfer his mother-relation- 
ship to a man, he confuses homo- and heterosexual feelings and be- 


comes more perturbed. 

The writer’s contention that there should be women helpers for 
psychotie persons is therefore well founded, although the conclu- 
sion was reached as a result of simple experience. In all cases in 
which the writer was successful, he had such motherly aid; in some 
cases, the real mother was willing to help, because many women, 
although lacking in sublimated instinctual motherhood, have a 
great sense of duty toward a poor psychotic child. But the real 
mother is usually less helpful than a sister or a nurse who becomes 
a sister. The relation of a psychotic becomes too possessive and 
regresses easily to incest, when nursed by his own mother. Yet the 
loving cooperation of the mother is very helpful, when obtainable. 


| 
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Whoever wants to preserve the transference, that is, whoever 
wants to psychoanalyze a psychotic patient, must be very careful. 
Without apparent reason, treatment of one of the writer’s severest 
schizophreni¢ patients was suddenly stopped for a year. Through- 
out this period, the patient’s sister brought detailed reports to the 
analyst and took away detailed instructions. In order to give him 
a male helper, the patient was directed to a surgeon who had been 
minutely informed as to how he should react to the patient’s hypo- 
chondriaeal complaints and had been advised to refuse any new 
operation. (The first catatonic period, tour vears before the writ- 
er’s treatment, had been initiated by two small operations which 
deeply wounded the patient’s narcissism.) The writer thought 
he had found the cause of the loss of transference and visited the 
patient, but he became violent and the explanation was of no avail. 
Some time later the real cause was learned. By bad luck, the ana- 
lyst had recommended to the patient a male nurse whom he had 
known in the sanatorium during his first acute psychosis. All his 
hatred broke through, he rejected the man without stating his rea- 
sons, perhaps without knowing why he did so, and broke with the 
writer. Through his sister, it was possible to convince him that 
the analyst had known nothing about this matter, so he returned 
and was treated for four more years. He resumed his interest in 
music, became organist in a church and has maintained ‘his nor- 
mality through all the difficulties of recent times up to the last word 
heard about him three and a half vears ago. All of his family co- 
operated with the writer; they had never forgotten his previous dis- 
astrous condition and the absolutely hopeless prognosis of his psy- 
chiatrist at that time. When the writer asked this colleague to let 
him take eare of the 22-year-old patient, the psychiatrist willingly 
consented, though asserting that he believed any psychoanalytical 
endeavor was hopeless, but that the case was so bad the analyst 
could do no harm. 

One must permit patients to come at other than the customary 
times when they feel perturbed; but one is rarely called at night. 
It is dangerous to keep patients waiting, and it can be disastrous 
to fail to keep a single appointment. During wartime, the writer 
was once detained at a military office and arrived two hours late 
for an appointment with a paranoic patient, who was seen only oe- 
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casionally when the analyst came into the city. Because of this 
delay, she had lost hope of his coming and had committed suicide, 
although she was attended by a nurse. The writer knows now that 
in such instances one should go to the patient before the appointed 
time; then, he thought, as did everyone, that psychotics are un- 
aware of such lapses. 

That the psychotic transference is vulnerable must be taken into 
consideration; if this is not done, the transference becomes unre- 
liable. When, by some inner change in the patient or some error 
or negligence, transference is lost, the motherly helper permits one 
to continue the treatment through her, and frequently the transfer- 
ence is spontaneously restored, because there is no attempt to force 
oneself on the patient. It may appear paradoxical that the psy- 
chotic is more entitled than the neurotic to change and to select his 
physician himself and is allowed to do so but that is because of the 


~ vulnerability of his transference. 


Many psychiatric hospitals have achieved better discipline by 
means of occupational therapy. [follés, who has published the best 
psychoanalytic book on psychosis, **//inter der Gelben Mauer,”’ 
warns us not to gain this discipline at the expense of the patient’s 
self-expression. We should teach ourselves not to cripple the self- 
expression of the patient, and not to silence his claims for object 
relationship. 

It is superfluous to discuss whether the close adherence of the 
psychotic patient to his helpers is true transference or a new at- 
tachment. Both processes are always united. It is evident in 
either case that the patient since childhood has longed for a 
friendly, loving father, mother, brother, or sister; the writer could 
find no evidence to support the theory of the english school that the 
objects are divided into good and bad. Ego-states with opposite 
feelings are focused on one object in the normal person as in the 
psychotic. The separation of the ego-states remains unconscious in 
the normal individual and becomes a real split in the psychotie. 

It is clear, therefore, that a psychotic patient must go to another 
psychoanalyst when he does not wish to continue with the one who 
is treating him. Frequently, the motherly nurse can discover the 
reasons for the desertion and, by making him understand their in- 
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consistency, influence him to change his mind. Simply to suggest 
continuation to him might destroy his transference to her also. 
llow to take a vacation when one treats psychotics is a problem 
in itself which cannot always be solved by taking the patient to the 
same vacation place. Nor is it good to send him temporarily to a 
sanatorium, One must prepare him for the interruption or intro- 
duce another psychoanalyst. A sudden announcement of departure 
may destroy his improvement and his transference. One is con- 
stantly surprised by the distinctiveness of the reactions, positive 
and negative, of psychotic patients. They want help in order to be 
free from the problems which persecute them. Their floating sur- 
face-productions are mostly uncontrolled results of the few prob- 
lems which were traumatic. To be psychoanalyzed, therefore, is 
what the patient desires; to leave his disease to take its own course 
without aid is desertion. 
239 Central Park West 
New York, N. Y. 
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THE GRAPHIC RORSCHACH MANUAL 


BY JOSEPH R, GRASSI AND KATE N. LEVINE* 


INTRODUCTION 


It is the purpose of this paper to present a condensed manual for 
the correct and accurate use of the ‘*Graphie Rorschach’? method. 
It includes specific directions for administration, scoring, and use 
of The Revised Graphic Rorschach Record Formt and interpretive 
procedure, This manual is not concerned with a detailed discussion 
of the development, standardization, and validity of the graphic 
Rorschach; the latter material, in addition to a more complete dis- 
cussion of significant diagnostic criteria is available in present and 
forthcoming publications. 

Report has already been made of the experimental study from 
which the method was developed.t To recapitulate briefly—draw- 
ings were obtained to parallel the Rorschach records of approxi- 
mately 150 randomly selected mental hospital patients and non- 
psychotics. The group was supplemented from several other 
sources to include mental defectives and children with psychiatric 
disorders of varying degrees of severity. Slightly more than 1,700 
separate drawings were thus obtained. The authors surveyed these 
carefully until they had familiarized themselves with the range of 
variability presented by the data. The scales of evaluation were 
therefore constructed on the basis of the extremes and intermediate 
steps of obtained performance rather than on the basis of any 
a priort hypothesis. The present scales and forms have been de- 
rived on the basis of further experience with the method. 

*Work on this manual was begun at Fairfield State Hospital, Newtown, Conn., where 
the authors served as psychologists. Since its completion, Mr. Grassi has entered active 
military service and is now a lieutenant in the Adjutant General’s Department. Miss 
Levine is now research psychologist of the Head Injury Project (Office of Emergency 
Management, Committee on Medical Research), Neurological Institute of New York. 

+The Revised Graphic Rorschach Record Form, Copyright 1942. Kate N. Levine and 
Joseph R. Grassi. 

tRochlin, G. N., Levine, K. N., and Grassi, J. R.: The Graphic Rorschach as a clinical 
instrument. Presented before the American Psychiatric Association; May, 1942. The 


present discussion stems from the data of this original study and more recent work by 
the authors. 
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Revisep Directions ADMINISTRATION 


More recent experimentation with the graphic Rorschach has 
revealed pertinent factors with reference to the administration of 
the graphie Rorschach method, necessitating the present revision 
of the administrative procedure. 

The graphic Rorschach may be administered at the conclusion of 
the verbal Rorschach inquiry, or if more convenient, insofar as fa- 
tigue and time are concerned, it may be obtained at a later date. 
llowever, it is not advisable to defer the graphic procedure for too 
great a period of time. It has been found feasible to combine the 
inquiry and the graphic Rorschach quite satisfactorily in cases in 
which the original verbal record has been fairly well elaborated. 

As is the case with the verbal Rorschach, it is not all-important 
to adhere to a prescribed statement of directions. The task is in- 
troduced to the individual subject in the manner best suited to him 
and best calculated to obtain his cooperation on the following im- 
portant points. The subject is shown each card and asked to reeall 
his response, and to point it out so that the examiner is able to as- 
sign a location score on his verbal record. The subject is informed 
that he is to draw a picture of the object he described so that the 
examiner may know just how he sees it. Often a subject may ob- 
ject at this point, stating that he has no artistic ability. Reassur- 
ance is given that the examiner is merely interested in determining 
how the subject sees the response, in that all people do not see the 
same thing in the same manner. It is very important to give this 
rcassurance to the subject. On the other hand, too much stress 
should not be placed on the idea that he is merely to sketch roughly 
or briefly what he has seen, in that the patient may assume that 
only a rough draft is desired, and will not perform to the best of 
his ability. 

The subject is told when drawing ‘* what he sees in the eard”’ that 
he may leave off parts of the card which he feels are not part of his 
response and also that he may add to or alter the given features 
in any manner he desires if he feels this will give a better repre- 
sentation of the thing perceived. It is very important that the 
subject does not draw the object from memory but that he draws 
the response arising from the card. He is then informed that seven 
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colored pencils are available for his use if color is important in rep- 
resenting or helping to represent the response; further, if color is 
not important that he should use the black pencil. The subject 
should always be questioned to determine why he is using color; it 
is Important, however, not to imply by the questioning that you ob- 
ject to his use of the particular color he has selected, but rather to 
explain to the subject that he may use any color he wishes and you 
desire only to know his reason for using it. Many patients will pick 
upa pencil and when asked. ** Why are you using the . . . pencil?”’ 
will immediately put it down feeling that they may have selected 
the wrong one. Unless this is carefully handled, suggestion is pos- 
sible to the extent that a patient uses a color not of his own choice. 

As the subject draws, he is encouraged to tell what he is drawing 
and to point out the various relationships between his drawing and 
the card blot. It is not necessary to wait until the completion of 
the drawing to ask the subject to point out these relationships. 
Direct questions as to use of color and shading may be asked if not 
too suggestive. 

Should the subject fail to reeail his verbal Rorschach response 
he is asked to give another response. It is not necessary, as was 
felt in earlier work, to remind him of his original response and ask 
him to draw it. 

No eraser is provided; therefore the subject cannot make correc- 
tions but must draw over his errors, leaving a permanent record of 
his total performance. 

According to the foregoing directions, graphic responses are ob- 
tained to correspond to each verbal interpretation. Should a lengthy 
response record result, it is rarely necessary to obtain more than 
three graphic responses for each card. At least one drawing for 
each card is advisable, unless the card is rejected. A minimal se- 
lection should include some popular level and some unusual or 
original responses. Any verbal response which is unclear to the 
examiner should be clarified by graphie means, 


DirecTIONS FoR Scorina 


Kach verbal interpretation of an inkblot involves an act of per- 
ception, i. e., the subject has responded to the particular visual 
stimulus by recognizing it as something meaningful. There are, 
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therefore, several factors which can be artificially isolated in evalu- 
ation of verbal and graphie Rorschach responses. This does not 
imply that these factors are actually discrete or distinct in the 
psychological processes involved, but the writers prefer to con- 
sider them separately as contributing to the final response. First 
there are the attributes of the visual stimulus, all of the formal 
structural elements of the blot itsell, apart from any interpretation 
of the blot. Briefly, one refers to this as blot. Next, one deals with 
the particular thing perceived, the object which the subject de- 
scribed in the blot in his verbal report. Finally one must consider 
the subject’s generic concept of the class of objects to which the 
particular thing perceived belongs—the images and ideas which he 
associates with a generalized or abstract representative of such 
objects. (The subject’s generic concept is individualized, and may 
differ from person to person; it need not necessarily coincide with 
the universal generic concept.) Briefly, one refers to this factor 
as concept. 

The drawing of a response may reflect these factors to varying 
degrees. The writers feel it to be a reasonable assumption that 
the thing perceived represents an interaction of blot (visual stimu- 
lus) and concept (subject’s generic concept). A drawing is judged 
as deviating from a balance of blot and concept when it contains 
elements irrelevant to the thing perceived as the subject verbalizes 
it in describing the blot and in describing his response. If he in- 
cludes in the drawing attributes of the visual stimulus which are 
irrelevant to the thing perceived (that is, which he states are not 
essential to its representation), there is a departure from a balance 
of blot and concept. Similarly, if the graphie representation in- 
cludes elements which he is unable to relate to the visual stimulus, 
attributes of his generic concept, there has been a deviation from 
a balance of blot and concept. 

Five bi-polar scales appear on the first page of the record form. 
Mach graphie response is scored separately for each scale, but the 
scales are graduated by a common denominator of steps ranging 
from one extreme of **blot-dominance’’ to the opposite extreme of 
‘‘concept-dominance,.’’? Blot-dominance is the attempt to copy the 
blot precisely, with features both relevant and irrelevant to the 
thing perceived ; concept-dominance is the drawing of the subject's 
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generic concept of the object described with little or no correspond- 
ence to the form of the blot to which the response is related. The 
intermediate scale steps represent varying degrees of compromise 
between blot and concept. The five-point bi-polar scale follows this 
general pattern for each scoring category : 

1. Extreme blot-dominance. 

2. Moderate blot-dominance. 
3. Balance between blot and concept. 

4. Moderate concept-dominance. 

Extreme concept-dominance, 

The five responses and their illustrations, which are reproduced 
in the following, include the entire range of variability. Each 
point will be discussed in detail. The list of responses contains 
those given for Figures 1 to 5. 

ILLUSTRATIVE RESPONSES 
Figure 1 


Response to Card IT Inquiry and Graphic Rorschach. 


‘*Two cats; they got their ‘*What are these?’’ (Top red.) ‘‘Stockings or shoes. 
hands and feet together, and Belong with cats.’’ (Draws in red and black corre- 


they got some paint on.’’ sponding to color of the blot.) 
Figure 2 
Response to Card 1X Inquiry and Graphic Rorschach 


‘*Doesn’t suggest any- ‘‘This could represent female organs more accurately 

thing.’’ than others. Have seen organs from cow; color’s differ- 
ent, but tissue is spread out more. Would represent hu- 
man system. The color, except for the green, should be 
pale pink-brown. The tips represent ovaries, lot of 
glandular tissue around the fallopian tubes, uterus; this 
short part is vagina, these vulva. This line median. Cut 
in half and spread open. General set-up gives idea of 
organs.’’ (Draws by blending orange and yellow to get 
desired color.) 


Figure 3 
Response to Card X Inquiry and Graphic Rorschach. 


‘Chandelier with colored ‘It’s just the general idea of the whole thing. This is 

lights. ’’ the top part, and these colors hanging off. It could be 
any color, but these are the ones on the eard.’’ (Arranges 
colors in the relative positions they occupy on the card, 
with no emphasis on matching.) 
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Figure 4 
Response to Card VI Inquiry and Graphic Rorschach. 


‘*X-ray of spine and differ- ‘*There’s your throat. There’s your spinal column. This, 
ent parts of the body.’’ 1 believe, is where he or she deposits his waste. This is 
the outside line of your body.’’ 


Figure 5 
Response to Card II Inquiry Graphic Rorschach. 


‘*That looks like the ‘‘Around Xmas ‘* Face of a child and the old sock they hang 

face of achildthere.’’ time with a up at the fireplace. That’s red there so it 

skull cap on.’’ might be red here. (Makes it black.) It’s 

" inside of a sock or boot. It should have its 
arms out like this.’’ 


ScORING CRITERIA FOR EVALUATING THE DRAWING PERFORMANCE 
SCALE I 


Role of Relevant and Irrelevant Blot Contours in the Drawing of 
the Thing Perceived 
The purpose of this scale is to evaluate the presence of features 
of local blot contour in the drawing, and the relevance of these fea- 
tures to the thing perceived. 
1. Irrelevant blot contour details included to such an extent 
that the thing perceived is no longer recognizable in the drawing. 
ach minute detail of the blot contour is treated by the subject as 
a separate unit, and he is convinced that no element which comes 
to his attention can be omitted; relevance to the thing perceived 
plays no part in determining which contour details will be included. 
Spatial disorientation occurs in a majority of cases as a secondary 
phenomenon, since the subject apparently perceived each contour 
detail without regard for its relevance to the total percept, and 
hence without correct part-whole relationships. 
Figure 1 is illustrative. Each contour detail has been carefully 
copied although irrelevant to the ‘‘two cats’? which were perceived 
(See the list of illustrative responses), and the spatial orientation 
is also distorted. There is extreme blot-dominance without regard 
for the demands of the concept, and the drawing is not recognizable 
as the two eats. 


2. Some irrelevant blot contour details included, but the thing 


perceived is recognizable in the drawing. All prominent blot con- 
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tour features are reproduced and there is no willful omission of 
component parts. Minor details are less frequently stressed than 
in I-1; spatial disorientation or injected asymmetry are rare and 
the thing perceived can be recognized in the drawing, although the 
production resembles the blot more than it does the concept. 

igure 2 is illustrative. Contour details unrelated to the de- 
seribed percept of the vagina are indiscriminately included, but 
proportional relationships are preserved. There has been less con- 
cern with minor contour features than in Figure 1, and hence less 
extreme blot-dominance. 


3. Only relevant blot contour details are included, while irrele- 
vant ones are omitted. Blot details extraneous to the percept de- 
scribed are not reproduced, but salient blot characteristics are rec- 
ognizable in the drawing. Both blot contour and concept can be 
recognized. 

Figure 2 is illustrative. Contour details unrelated to the de- 
details of the upper red spots of Card IT related to the particular 
thing perceived, and omits irrelevant features of the blot shape, 
thus compromising between blot and concept. The percept is ree- 
ognizable in the drawing, and the blot form to which it is directed 
is equally recognizable. 

4. Some relevant blot contour details are omitted, but the thing 
perceived is still recognizable in the drawing. The part-whole re- 
lationships of the particular area are present in a schematized form 
representing only the essential contours, but characteristic local 
patterning does not appear in the drawing. 

Figure 3 is the illustration. This drawing maintains the spatial 
relationship of the various separate colored areas at the center of 
Card X, but ignores the contour details. The irregularities of the 
side pink and center blue sections have been omitted and they have 
been given a ‘*conventionalized’’ form, in accord with a better rep- 
resentation of a chandelier. This is a less extreme form of con- 
cept-dominance, since the thing perceived is still recognizable, 

» So many relevant blot contour details are omitted that the 
thing perceived is no longer recognizable in the drawing. Features 
of the blot conformation are lacking to an extent that the blot areas 
interpreted are barely recognizable in the drawing, and none of 
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their contour characteristics are reproduced, The drawing repre- 
sents the subject’s generic concept of the thing perceived rather 
than the particular percept aroused by the specific stimulus. 

Figure 4 illustrates. In this drawing the contour of the blot has 
been ignored almost entirely. Only the center light details and the 
midline of Card VI are preserved, and the outer blot contour has 
been altered and replaced by the subject’s own creations. The 
response is thus extremely concept-dominated, 


SCALE II 
Treatment of Areas or Natural Divisions of the Blot 


The purpose of this scale is to evaluate the presence in the draw- 
ing of the separate parts of the inkblot as they appear on the test 
card, and the relevance of the areas included in the drawing to the 
thing perceived. The contour detail patterning is not important 
since it has already been dealt with in Scale 1; under Seale I], are 
considered only the relationships of the various areas bounded by 
the contours. 

1. Includes in the drawing all the portions adjacent to and in- 
tervening between the actual stimulus areas, to such an extent that 
the thing perceived is no longer recognizable in the drawing. The 
subject regards the total blot as an inviolable entity. He therefore 
reproduces it intactly regardless of the existence of areas or por- 
tions to which he has attributed no meaning, and which are, there- 
fore, totally irrelevant to the thing perceived, thus making the 
percept unrecognizable in the drawing. 

Figure 2 illustrates this. The patient has used Card IX in its 
entirety without any reorganization of the component portions. 
The form and relationships of the orange, green, and pink areas 
are accurately reproduced from the blot, although not demanded by 
the concept, and obscure the particularized percept he had de- 
scribed. The performance is blot-dominated to an extreme degree. 

2. Includes in the drawing some portion or area adjacent to site 
of actual stimulus area, and irrelevant to the thing perceived, but 
percept is stil recognizable. In these drawings, minor parts may 
be omitted, but if included are always reproduced with the same 
spatial interrelationships that exist on the card. Frequently, each 
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individual division has been separately and meaningfully per- 
ceived, but the drawing combines them in an irrelevant manner. 

Figure 1 is illustrative. The patient has made two logically un- 
related interpretations, **cats’’ and *‘shoes,’’ to the black and red 
portions of Card IL respectively, but is bound by false unity to 
represent them in one drawing, and reproduces the areas in the 
same relationship to each other which they occupy on the eard. He 
is thus blot-dominated to a moderate degree. 

3. Includes in the drawing only areas relevant to the particular 
thing perceived, and omits irrelevant ones. Only the areas rele- 
vant toa single percept appear within one drawing. Component di- 
Visions within the portion selected maintain recognizable identities. 

Figure 3 shows this. The patient has selected those portions of 
Card X which are adaptable to his percept and omitted those which 
are irrelevant. He attributes meaning to the side pink, center blue, 
top gray, and bottom green, omitting other adjacent areas, and, 
thus, he makes the necessary concessions to suit blot form to the 
concept of a chandelier. 

4. Excludes some areas which are relevant, but the thing per- 
ceived is still recognizable in the drawing. The subject carefully 
reproduces some minor part or section of the blot and completes 
the drawing according to his generic concept, vaguely relating his 
production to the total blot. These responses are frequently ‘*con- 
fabulatory,’’ assigning meaning to the totality on the basis of an 
inconspicuous feature. 

Figure 4 is illustrative. The patient has interpreted the entire 
blot of Card VI on the basis of the meaning which he has attached 
to the small center white details and a few upper and lower edge 
portions. Although most of the blot form is not apparent in the 
drawing, he stated that his graphic response represented the en- 
tire card. This response is therefore concept-dominated to a mod- 
erate degree. 

». KHacludes so much of the blot area relevant to the thing per- 
ceived that only his generic concept is recognizable. In these cases, 
an inconspicuous feature is also selected, but the rest of the blot 
does not appear in the drawing at all. This scoring point is ap- 
plied only when the feature selected is one which does not readily 
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achieve isolated prominence. The subject draws from the card 
only the detail selected and ‘tadds the rest from his imagination.”’ 

Figure 5 shows this. In this response, the patient has assigned 
ineaning to a minor aspect of the upper red, suggestive of facial 
features and has ignored the remaining portions of the total blot 
so that concept rather than blot organization dominates his re- 
sponse. 

SCALE III 


Treatment of Actual Form (Shape) of Both Contours and Areas 
of the Blot Portion Selected for Response, with Reference to 
Changes of the Form Relevant to the Thing Perceived 

Not the presence or absence of contour or area as was scored in 
Seales I and II, but their actual form in the drawing is scored in 
this eategory. 

1. Precise reproduction of blot form without relevant modifica- 
tion, so that percept is not recognizable in the drawing. The sub- 
ject is anxious to make no alteration, and the drawing is an attempt 
to reproduce the blot area as exactly as possible, with no special 
effort to stress the essential characteristics of the thing perceived 
by throwing them into relief. The subject’s verbal report stresses 
the importance of an exact copy. 

Figure 1 is illustrative. The patient was anxious to include 
every feature of the blot contour as accurately as possible. His 
insistence on including all areas of the blot in the same drawing 
(see Seale 11-1 in the foregoing), and his concern with reprodue- 
ing the exact form of the details, both relevant and irrelevant, re- 
flected his strong desire not to modify it in any way. His verbal 
commentary and the excessive amount of time devoted to the pro- 
duction reveal that intense effort at reproduction is present. 

2. Reproduction of general blot form without relevant modifica- 
tion, but the thing perceived is recognizable in the drawing. The 
drawing selects portions applicable to the thing perceived, but the 
areas so selected are reproduced without purposeful alteration. 
Statement by the subject that ‘‘this should be different’? never 
occurs in a response scored in this category. The percept is only 
a little more easily recognized than in the blot-stimulus itself. Er- 
fort toward careful reproduction is not stated by the subject. 
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Figure 2 illustrates this. In this production, no alteration of the 
blot form has been introduced by the patient. The drawing was 
made fairly rapidly and there was not undue concern over the pre- 
cision of the reproduction as in the type of response described im- 
mediately before. The thing perceived is not easily recognizable. 

3. Relevant modifications are made and the thing perceived is 
easily recognized, and displays features of both blot and concept. 
Blot form is altered in minor respects to provide better representa- 
tion of the percept described. Prominent blot features are main- 
tained, but there is evidence of adaptation of the given form. 

Figure 5 is illustrative. In this response, the features of the 
blot form have been utilized insofar as they are relevant to the per- 
cept described, but they have been adapted and modified in order 
{o represent it more adequately. 

4. Modifications are made which are irrelevant to the thing 
perceived but percept is still recognizable in the drawing. Blot 
form is changed according to the subject’s generic concept rather 
than in conformation to the specific percept described, and conspic- 
uous blot contour and area characteristics are somewhat obscured 
in the drawing. 

igure 4 illustrates. In this instance the characteristic outline 
form of the blot has been totally disregarded and only certain in- 
ner details are preserved; the side blot outlines have been so al- 
tered that the form bears only a slight resemblance to that given 
in the card. Modification has been made to carry out the generic 
concept, making this response concept-dominated. 

). Modifications are made which are so irrelevant that the thing 
perceived is no longer recognizable in the drawing. These draw- 
ings are termed *timpressionistic’’ because they bear little or no 
resemblance to the blot form. They depict the subject’s generic 
concept of the object described rather than the particular impres- 
sion of that object aroused by the blot. 

Figure 3 is illustrative here. The graphic representation of this 
response would be almost impossible to relate to the blot form were 
it not for the general spatial organization and color similarity. 
There has been little or no effort to adapt blot to concept to depict 
the particular chandelier suggested, but rather the concept has 
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been been portrayed at the expense of blot-form so that the per- 
cept is not recognizable, 


SCALE IV 
Use of the Color of the Blot 


The presence or absence of the colors of the blot, and their rele- 
vance to the thing perceived are scored on this scale. 

1. Includes color of the blot-stimulus, irrelevant to the thing 
perceived with emphasis on exact matching, so that the percept ts 
not recognizable (so far as color is concerned). This rating is 
given when the subject attempts to reproduce the exact colors just 
as they appear on the card, even when the color is contradictory to 
or irrelevant to the percept. The subject frequently expresses 
concern over precise tint matches as well as over use of the same 
hue. (This should be carefully observed in the case of the use of 
red, since two red pencils are provided. ) 

Figure 1 illustrates this. The colors have been reproduced ex- 
actly as they occur on the card, with concern on the patient’s part 
to match them accurately. This use of color was not essential to 
the thing perceived, but was determined by its presence in the blot. 
Hlence the response is extremely blot-dominated. 

2. Includes colors of the blot stimulus not directly relevant to 
the thing perceived, but percept is recognizable in the drawing. 
The subject reproduces the color of the blot without accounting for 
it as a necessary part of his percept. Such behavior is freely ex- 
plained by the subject as being related to its presence on the card 
rather than as being a primary determinant of his interpretation. 
Ile may say, for example, ‘‘It needn’t be this color, but it might 
be.’’ 

Figure 3 is illustrative. The patient stated that any color would 
be appropriate, but preferred to select the same ones, in the same 
order, as they appeared on the card. 

3. Includes color of blot-stimulus which is relevant to the thing 
perceived and disregards that which is irrelevant, Color is used 
in the drawing of color-determined responses or omitted in the 
drawing of all other responses. 
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Figure 4 shows this. In this interpretation color was non-con- 
tributory, and the drawing was therefore made with the black pen- 
cil according to the preliminary instructions given the subject. 

4. Omits some color of blot-stimulus which is relevant to the 
thing perceived. Verbal responses which gave evidence of the 
utilization of color in the percept are represented graphically with- 
out use of color. The subject states that the concept may be repre- 
sented without use of color, even though color has contributed to 
the particular impression aroused by the card. His omission of the 
color in his drawing is therefore evidence of domination by generic 
concept rather than illustration of specific percept. 

Figure 5 is illustrative. This interpretation had originally been 
given as a ‘**Christmas stocking,’’ obviously responding to the color 
as well as to the form. The patient stated that it might be red, but 
drew it in black ignoring the color. 

Dd. Omits color of blot-stimulus relevant to the thing perceived, 
substituting another color related only to the concept. Color rele- 
vant to the concept but not present in the blot areas described is 
introduced for the purpose of representing the concept more ae- 
curately. 

Figure 2 illustrates this. The patient introduced colors other 
than those present in the blot in order to represent the concept 
more clearly; his use of color was therefore totally concept-dom- 
inated, 

SCALE V 


Ornamentation of the Blot-Stimulus Features by Additions, and 
Relevance of Additions to the Percept 


1. Absence of ornamental additions relevant to the thing per- 
ceived so that percept is not recognizable in the drawing. The 
drawing impresses one as being incomplete by virtue of the lack 
of additions on the part of the subject. No component appears 
which is not completely represented in the blot, and although the 
subject remarks that an essential feature of his percept is lacking, 
he makes no effort to supply it. 

Figure 1 shows this. Coincident with his effort to reproduce the 
blot exactly, this patient has failed to add any features not present 
in the blot to make his drawing more like the eat he described. 
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Such additions are demanded by the percept; their absence results 
in meaningless reproduction of the blot, from which the **cat per- 
cept’? is totally unrecognizable. 

2. Absence of additions relevant to the thing perceived, but per- 
cept is recognizable in the drawing. The drawing lacks nothing 
essential to the thing perceived, and the percept can be accepted as 
being complete, but close inspection reveals no element not pro- 
vided by the blot stimulus, 

Figure 2 illustrates this. The patient has assigned importance 
to the separate blot areas, but has contributed nothing in the way 
of ornamentation to help depict their meaning for him, and is con- 
tent merely to reproduce the blot without enhancing his percept. 

3. Ornamentation is present and relevant to the thing perceived, 
displaying good balance between blot and concept. Additions sup- 
plied by the subject help to depict the described percept better, but 
they remain secondary to characteristics directly related to blot 
form, and usually supplement a trait or feature at least partially 
suggested in the card. 

Figure 3 is an illustration of this. In this drawing the subject 
has added minor features, chain, moulding, ete., to enhance the 
chandelier form suggested by the blot. 

4. Ornamental additions are relevant to generic concept rather 
than specific percept, but percept is still recognizable in the draw- 
img. The additions created by the subject are only remotely de- 
rived from the blot form, and their effect is to overshadow given 
elements. Blot parts and percept are still recognizable, but with 
some difficulty. 

Figure 4 is illustrative. The side lines of this drawing, repre- 
a senting the body limits, give to the finished drawing a general form 
unrelated to the form of the blot. These additions are scored as 
irrelevant to the percept, and hence as concept-dominated, 

5. Additions are irrelevant to the thing perceived to the extent 
that percept is no longer recognizable in the drawing. Additions 
not related to blot form are more prominent than features derived 
from the blot, and the original percept form is obscured by them. 
(It is important to differentiate between extremes of ornamenta- 
tion and modification, and this must be clarified by the subject’s 
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verbal commentary on his drawing. Has he derived parts of his 
drawing by ‘*changing’’ or by ‘adding?’’) 

Figure 5. The additions made by the patient, facial features, 
bent arms, ete., are not suggested by any features of the blot and 
thus sacrifice the given form to the generic concept, making the de- 
scribed percept unrecognizable.* 


RecorDInG [XsTRUCTIONS 
Directions for Use of the Revised Graphic Rorschach Record Form 
Using these criteria of evaluation as they appear on the record 
form, each drawing receives a rating on the separate scales. When 
there is more than one graphic response to each card, that response 
is recorded which deviates most from the scale midpoints. 


TABULATION SHEET 

The scoring of the graphic responses to each card is entered upon 
the tabulation sheet by placing a check at the appropriate point 
under each scale. The consecutive points in each scale can be con- 
nected to form a line graph which is representative of the subject’s 
consistency throughout the test for that particular factor. The 
table thus provides a record of the rating of each response in each 
scale. The graph lines have been termed **consistency lines.”’ 

In order to represent the interrelationship of the subject’s aver- 
age performance on each scale, the numerical average of all the en- 
tries within a scale column is entered at the foot of each column. 
The ‘Scale Interrelationship Pattern’? is then obtained by con- 
structing a graph from these consecutive averages which have been 
entered on the appropriate points in the space allotted on the 
record form. 

*NOTE ON ScorING CRITERIA—A practical indication of the presence of blot-dominance 


in a drawing is to be able to recognize in the drawing some common response to that card 
other than the one represented by the subject. 

The criteria of ‘‘ recognizable in the drawing’’ must be further clarified. Recogniza- 
bility is not evaluated by the quality of the drawing, that is, artistic talent; if the sub- 
ject has represented sufficient features of the thing perceived, stating their significance 
verbally, his drawing is scored as recognizable regardless of how well or how poorly he 
has actually drawn it. 
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The ** Deviation Chart’? represents the degree and direction of 
divergence from a balance of blot and concept. Ratings which 
represent adequate balance (*°3’s*’) are-ignored in this computa- 
tion. The percentage of ratings in each scale which are in each of 
the other four categories are computed. (We thus have the per 
centages of 1,77 and ratings in each of Seales I, 11, 
1V, and V.) 

Blot-dominated responses are entered to the left of the point of 
normal balance and concept-dominated responses to the right by 
filling in the bar to the point indicating the correct percentage. 
ach separate scale step may be designated by a different color. 
The deviation pattern represented by the construction of the bar 
graphs is frequently significant for differential diagnosis between 
different clinical groups. 


DiaGNostic CRITERIA 

Many types of ‘Seale Interrelationship Patterns’’ can be recog- 
nized. In the individual who achieves a successful balance between 
blot and concept, the graphed line hovers near the scale midpoints, 
and thus approximates a straight line without sharp breaks. Minor 
deviations in both directions tend to cancel each other’s effect, and 
thus do not essentially alter the pattern. Graphs displaying a ma- 
jor deviation-trend toward the extremes of the scales represent a 
considerable amount of divergence, one that is clearly beyond the 
normal range. In certain conditions in which there has been alter- 
ation of thought function, with the absence of acute psychotic symp- 
toms, the Seale Interrelationship Pattern may also be a straight 
line, but at some other point on the scales; patients with organic 
brain pathology, for example, frequently obtain mainly or entirely 
1°?" ratings, and their pattern also tends to be without sharp 
break, near the blot-dominated extreme. Similarly, patients with 
convulsive disorders without demonstrable organic pathology ob- 
tain ratings consistently at or near the extreme concept-dominated 
portion of the seales. 

The performance of individuals suffering trom the functional 
psychoses, especially schizophrenia, is characterized by contrasting 
features in that their Scale Interrelationship Patterns display 
sharp breaks and shifts in either or both directions from the mid- 
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REVISED GRAPHIC RORSCHACH 


RECORD FORM 
Copyright 1942 by Kate N. Levine and Joseph R. Grassi 


EXAMINER 


SCORING CRITERIA FOR EVALUATING THE DRAWING PERFORMANCE 


SCALE I 
ROLE OF RELEVANT AND IRRELEVANT BLOT 
CONTOURS IN THE DRAWING OF THE THING 
PERCEIVED 
1. Irrelevant blot contour details included 
to such an extent that the thing per- 
eeived is no longer recognizable in the 
drawing. 


2. Some irrelevant blot contours included, 
but the thing perceived is recognizable 
in the drawing. 

3. Only relevant blot contour details are 
included, while irrelevant ones are 
omitted. 

4. Some relevant blot contour details are 
omitted, but the thing perceived is still 
recognizable in the drawing. 

5. So many relevant blot contour details 

are omitted that the thing perceived is 

no longer recognizable in the drawing. 


SCALE II 
TREATMENT OF AREAS OR NATURAL DIVISIONS 
OF THE BLOT 


1. Includes in the drawing all the portions 
adjacent to and intervening between the 
actual stimulus areas, to such an extent 
that the thing perceived is no longer 
recognizable in the drawing. 

2. Includes in the drawing some portion 
or area adjacent to site of actual stimu- 
lus area, and irrelevant to the thing per- 
ceived, but percept is still recognizable. 

3. Includes in the drawing only areas rele- 
vant to the particular thing perceived, 
and omits irrelevant ones. 

4. Excludes some areas which are relevant, 

but the thing perceived is still recog- 

nizable in the drawing. 

Excludes so much of the blot area rele- 

vant to the thing perceived that only 

generic concept is recognizable. 


SCALE IIT 
TREATMENT OF ACTUAL FORM (SHAPE) OF 
BOTH CONTOURS AND AREAS OF THE BLO’ 
PORTION SELECTED FOR RESPONSE, WITH 
REFERENCE TO CHANGES OF FORM RELEVANT 
TO THE THING PERCEIVED 


1. Precise reproduction of blot form with- 
out relevant modification, so that per- 
cept is not recognizable in the drawing. 

2. Reproduction of general blot form with- 
out relevant modification, but the thing 
perceived is recognizable in the drawing. 

5. Relevant modifications are made and the 
thing perceived is easily recognized, and 
displays features of both blot and con- 
cept. 

4. Modifications are made which are irrele- 

vant to the thing perceived but percept 

is still recognizable in the drawing. 

Modifications are made which are so ir- 

relevant that the thing perceived is no 

longer recognizable in the drawing. 


SCALE IV 


USE OF THE COLOR OF THE BLOT 

1. Ineludes color of the blot-stimulus, ir- 
relevant to the thing perceived with em- 
phasis on exact matching, so that the 
thing perceived is not recognizable (so 
far as color is concerned). 

2. Includes colors of the blot-stimulus not 
directly relevant to the thing perceived, 
but percept is recognizable in the 
drawing. 

3. Ineludes color of the  blot-stimulus 
which is relevant to the thing perceived 
and disregards that which is irrelevant. 

4. Omits some color of blot-stimulus which 

is relevant to the thing perceived. 

Omits color of the blot-stimulus which 

is relevant to the thing perceived, sub- 

stituting another color related only to 
the concept. 


or 
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REVISED GRAPHIC RORSCHACH RECORD FORM— (Continued ) 


SCALE V 
ORNAMENTATION OF THE BLOT-STIMULUS FEATURES BY 
ADDITIONS, AND RELEVANCE OF ADDITIONS TO THE 
Absence of ornamental additions relevant to the thing per- 
ceived, so that percept is not reeognizable in the drawing. 


Absence of additions relevant to the thing perceived, but 
percept is recognizable in the drawing. 


3. Ornamentation is present and relevant to the thing perceived, 
displaying good balance between blot and concept. 


. Ornamental additions are relevant to generic concept rather 
than specific percept, but pereept is still recognizable in the 
drawing. 

Additions are irrelevant to the thing perceived to the extent 


that percept is no longer recognizable in the drawing. 


TABULATION SHEET 


CONSISTENCY LINES 
SCALE I SCALE II SCALE III SCALE IV SCALE V 
12345 12345 12345 12345 12345 
CARD I 
CARD II 
CARD III 
CARD IV 
CARD V 
CARD VI 
CARD IX 
CARD X 


Average ( ) ( ) ( ) ( ) ( ) 


Per cent 


SCALE INTERRELATIONSHIP 


——SCALEI 1....2.... 38 4 5 
——SCALETII 1....2.... 3 4 5 
—— 38 4 5 
——  SCALEIV1i.... 2 3 4 5 
——SCALEV 1... . 2 3 4 5 
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REVISED GRAPHIC RORSCHACH RECORD FORM— (Continued ) 
REVISED DEVIATION PATTERN 


100% 90 80 70 6050 40 30 20 10 . 102030 40 50 60 70 8090 100% 


SCALE II 
SCALE III 
SCALE LV 
SCALE V 


NORMAL | 
BALA 


| 
| 


BLOT-DOMINANCE CONCEPT-DOMINANCE 
< - > 
(Neurological Institute—Head Injuries Project) 


point. The graphed line may take many forms. A remarkably 
frequent one resembles a ‘*W’? on its side, with the legs extending 
away from the midline of the graph. (See Illustrative Scale In- 
terrelationship Patterns. ) 

The Consistency Lines constitute a measure of the individual’s 
seatter of uniformity about his own response level. There is a dis- 
tinct difference in the occurrence of variability in the separate 
scales. Patients with more severe emotional and mental disturb- 
ances are likely to exhibit variability in all scales, but those who 
approach more closely to the normal range tend to scatter in 
Seales | (Contours), IIT (Modification), and V (Ornamental Addi- 
tions); they are more consistent in their use of areas and colors. 
There has seemed to be direct relationship between Consistency 
Lines and clinically observed ** Instability.”’ 

Further, the Consistency Lines offer a convenient evaluation of 
the location of breaks with reference to the separate Rorschach 
‘ards; for example, a Consistency Line which manifests divergence 
in Cards IL and III, or VIEL, IX and X is obviously significant. 

The most frequent types of deviation patterns are illustrated. 
On these charts, black denotes ‘*1,’’ vertical hatching ‘*2,’’ hori- 
zontal hatching ‘*4,’> and crosshatehing ‘'5.’’ The lower right 
column of the chart (16 to 20) contains the Deviation Patterns of 
the normal group. Their most outstanding common characteristic 
is the small amount of total deviation. Their bars extend only a 
short distance either to right or left, and the absence of ‘‘1’’ rat- 
ings is a noteworthy feature. These records contain more ‘'3”’ 
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ratings than ratings of any other type; probably no normal has a 
total of less than 40 per cent of these. 


ILLUSTRATIVE SCALE INTERRELATIONSHIP PATTERNS 
Organic 


Organic 


Convulsive 


Schizophrenic Depressive 

Neurotic Normal 

Schizophrenic Schizophrenic 

Manic 
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DEVIATION CHARTS 


eee es eo 


EEE 
HH 
HH 


| 3 | 
| = 
1 


Charts 11 to 15 represent only slightly more total deviation from 
the scale midpoints. They distinguish themselves from the normal 
patterns on the basis of a unique design characterized by concept- 
dominance on the contour seale (Seale [) and blot-dominance on 
the ornamental addition seale (Scale V). This pattern has been 
found to occur with outstanding frequency in individuals bearing 
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the diagnosis of psychoneurosis. Their performance usually has a 
creater amount of deviation than the normal, but less than the pro- 
ductions of psychotic subjects. 

Charts 6 to 10 are productions of patients with schizophrenic dis- 
orders, They represent scatter in both directions without pre- 
dominant domination of any one scale step. Ratings in one scale 
are unrelated to those in another. They are the records of indi- 
viduals whose drawings are variable and unpredictable. Their 
productions are sometimes blot-dominated and sometimes concept- 
dominated, so that their chief common characteristic lies in ine ffee- 
tive adaptation between blot and concept. Certain members of this 
group show a tendency to be more exclusively blot-dominated, and 
it is likely that this feature is significant of guarded or unfavorable 
prognosis. A recent study has shown the relationship of graphic 
Rorschach performance to prognosis in a carefully observed 
group.* 

Chart 1 represents a maximal deviation toward the ‘1’? point, 
every rating in all five scales being scored for extreme blot dom- 
inance. Charts 2 and 3 illustrate similar deviation to a less marked 
degree. Such patients’ performances rarely attain ratings other 
than **1.’’ These organie patients are so blot-dominated that each 
drawing requires an excessive amount of time, 15 to 30 minutes. 
There are interesting behavior characteristics which are displayed 
by such patients in this particular test situation; it would be diffi- 
cult to describe these completely, but a moderate amount of experi- 
ence cannot help but familiarize the examiner with these traits. 

Charts 4 and 5 represent patients with convulsive disorders, who, 
unlike patient three, present no clinical evidence of focal organic 
pathology. Their patterns display an extreme deviation from the 
inidpoint in all spheres toward concept dominance (**5’s’’). It was 
in all cases the concept rather than the blot which was graphically 
represented. Other ratings were in the minority. 

The criteria given serve to differentiate the performances of 
some of the main clinical entities. Other types of patients, appropri 
ately, display modification of one of these schemes. The alcoholic, 
for example, may demonstrate similarity to the performance of 


*Grassi, Joseph R.: Contrasting schizophrenic patterns in the graphic Rorschach. 
PSYCHIAT. QuART., 16:4, October, 1942. 
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the patient with cortical damage, neurotic personality structure, or 
convulsive disorder, according to his clinical condition, The same 
is true of other patients or subjects. 

The group of mental defectives was too small to be subdivided, 
or to warrant the assumption of any similarity between its mem- 
bers. There was scattered deviation from the midpoint toward 
either blot, concept, or both. The total amount of deviation was 
greater than in any other members of the mentally healthy group. 
The purpose of the inclusion of a small number of these individuals 
was to observe whether there was any similarity between their per- 
formance and that of the patients with cortical pathology, 1. e., 
whether the latter pattern might be representative of intellectual 
impairment per se; in no instance, was there similarity. 

The manic-depressive group has been the only distinct clinical 
entity failing to exhibit a constant mode of response, although its 
deviation patterns were not similar to any of those which have been 
described. The impossibility of obtaining records during the most 
acute phases of the illness may have been partially responsible for 
this failure to elicit a well-defined response trend. One other fea- 
ture deserves mention, the absence of **1’’ ratings in the affective 
disorders, which was noted only in one other group, the normals. 

The group of children who have been examined represent differ- 
ent types of disorders. Those in whom a behavior disorder was 
diagnosed exhibited only minimal scattered deviations; their pro- 
ductions represented for the most part effective representation of 
the thing perceived, and were so scored in the five seales. The pro- 
ductions of three children who displayed schizophrenic-like reac- 
tions clinically were of the sort described for adult schizophrenics. 
One child with organic brain pathology clearly exhibited the type 
of behavior described in adult patients with cortical pathology. 

Figures 6, 7 and 8 may serve to recapitulate the range of varia- 
bility described. The first drawing is extremely blot-dominated, 
(scored entirely as ‘*1’*). The second represents an effective com- 
promise between blot and concept in representing the thing per- 
ceived (scored as **3’s’’), and the third illustrates an extreme con- 
cept-dominance (with all ratings). 

The subject matter here discussed has tended to emphasize the 
use of the graphic Rorschach method as a diagnostie agent, inde- 
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6, right: Card The popu- 
ar response of ‘two is given. 
drawing ineludes many card fea- 
tures for which the patient cannat 
account. Time was excessively leneth- 
ened. Seore: All 


Migure 8, right: Card IX. clown’s 

head.’’ Response refers to entire halt 
ecard. Patient makes many changes, 
and uses colors not present to enhance 


concept. Seore: Alb 


Kieure left: Card IN. Card in 
There is moditieation of blot to 
sult coneepy in all splieres. 


Score: Al] 
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pendently of its relation to the verbal Rorschach record. Mention 
must be made, therefore, of the importance of the technique in pro- 
viding clearer understanding and more accurate scoring of each of 
the subject’s original verbal Rorschach responses. 


MareriaL ror Graruic Rorscuacnu Test 


Unglazed white paper 814 x 11 inches. T. Blaisdell colored pen- 
cils as follows: 171-T Green, 169-T Red, 161-T) Red, 173-T Black, 
170-T Yellow, 168-T Blue, and 166-T Brown. 


ACKNOWLEDGMENT 


The authors acknowledge with gratitude the careful and detailed 
criticism of Dr. Joseph Zubin, assistant research psychologist, New 
York State Psychiatric Institute and Hospital, and his aid in form- 
ulating the principles of the method in a clear manner. 

The authors acknowledge the contribution of Dr. Gregory Roch- 
lin to the preliminary research which served as an impetus for the 
present work. 


Neurological Institute—Head Injury Project 
New York, N. Y. 


CONTRASTING RESPONSES TO ELECTRIC SHOCK THERAPY IN 
CLINICALLY SIMILAR CATATONICS* 


Psychological Indications in Therapy and Prognosis 
BY GERHARD CHRZANOWSKI, M. D. 

The purpose of this paper is to show in individual case studies 

the varying character of catatonic states and their reaction to 

electrie shock treatment. An attempt is made in each case to show 

the underlying psychotic mechanisms and to explain success or 

failure. Only three patients were chosen for this report, since it 

was felt that the evaluation of detailed material at times shows re- 

sults which cannot be obtained by means of statistical reviews of a 
great number of cases. 

None of the three patients who are to be discussed here was a 
diagnostic problem. Each showed symptoms of catatonia and from 
a descriptive point of view fell in this group. The interesting fea- 
| ture is the fact that in each case there was opportunity to see part 
of the individual underlying mechanisms in almost identical clinical 
| pictures, 

Spontaneous remissions ordinarily occur in catatonic patients. 
This process, however, is usually a slow one. Modern shock meth- 
ods at times help to accelerate it. Insulin therapy is relatively 
| slow and usually does not provoke sudden changes. In metrazol 
treatment, the effect is similar to that of electric shock therapy ex- 
cept for one marked difference: The patient is usually fully aware 
of the shock and in many instances has a fear of death. The an- 
tagonism thus created makes it more difficult to establish rapport 
with the patient. The patient’s resistance toward the physician is 
frequently less marked in the ease of electric shock treatment, and 
the introspections concerning his psychotic episode are therefore 
more readily obtained. 

One of the patients reported here recovered after a short period 
of electric shock treatment. The second was sufficiently improved 
to be paroled from the hospital after several setbacks following the 
| series of treatments. The third patient slipped back to her pre- 
treatment level after a period of marked improvement. During the 


“These cases are reported from Rockland State Hospital with the approval of R. E. 
Blaisdell, M. D., superintendent. 
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period when contact with these patients could easily be established, 
they revealed some interesting facts which will be described follow- 
ing brief presentation of the individual cases. 

Case 1. <A. L., a girl of 19 in good physical condition, was ad- 
mitted to Rockland State Hospital on June 10, 1941. Her maternal 
grandfather had had a depressive episode in a manic-depressive 
psychosis and was ina State hospital for a short time. The patient 
had been graduated from high school at 17 and later had worked 
as a salesgirl. More recently she had obtained work as a waitress 
at the Psychiatric Institute. She was described by her family as a 
very practical but shy girl who always worried a great deal about 
her family. 

The patient was brought home from work one day in June be- 
cause of her peculiar behavior. She had been found sitting and 
staring out of the window, had refused to reply to questions, and 
suddenly had begun to scream and shout. At home, she refused to 
eat and would not talk to anyone. 

On June 13, 1941, she was sent to Bellevue Hospital, where she 
was completely mute, negativistic and resistive. Under sodium 
amytal she gave only monosyllabic answers and nothing of the con- 
tent of thought could be elicited. Following her admission to Rock- 
land State Hospital, she was somewhat more cooperative. She 
stated that she was worried because her father drank and cursed. 
She admitted hearing male and female voices. The patient became 
gradually more resistive and negativistic; she refused to eat and 
required tube feeding over a long period of time. No verbal con- 
tact was possible. In September, when seen in regard to electric 
shock treatment, the patient was found in a typical catatonic 
stupor. 

Case 2. M. Q., a woman of 35, was admitted to Rockland State 
Hospital in June, 1941. Her family history was entirely negative. 
She was deseribed as a normal and healthy child. Her school ree- 
ord showed that she had been graduated from high school and had 
completed two and a half years of college. She had attended art 
school but later, because of lack of finances had been obliged to 
work as a saleswoman. At 23, she was married to a man whom she 
had known for a long time. There were no children from this 
union. 
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During the 10 vears previous to her attack, the patient had writ- 
ten short stories and had had two novels published. A third novel 
had been accepted just before her admission to the hospital. She 
had suddenly refused to sign the contract for this book, feeling 
that she could not write any more. The patient and her husband 
were strong pacifists. She was asked to make a short speech on the 
pacifist movement. This worried her a great deal, although she 
had made many such speeches previously. She began to lose sleep 
and worried about her book, the war, and finances. She consulted 
a physician because she felt that she had tuberculosis. Her con- 
dition grew worse gradually until she suddenly became excited, hid 
behind the kitchen eabinet, and asked her husband to knock her 
down, She was admitted to Bellevue Hospital, where she did not 
talk and was rather manneristic. On admission to Rockland State 
Hospital, she was resistive and mute. She gradually became ex- 
tremely resistive, negativistic, and finally assaultive and destrue- 
tive. She was absolutely inaccessible and remained in a state of 
‘atatonic excitement with occasional periods of stupor. No im- 
provement was noted for more than four months, at the end of 
which time electric shock treatment was begun. 

Case 3. S. H. was a 30-year-old single female. Her family his- 
tory revealed that two of her brothers died of tuberculosis. An- 
other brother died in a mental institution at the age of 21, after 
having been diagnosed dementia precox, catatonic type. 

The patient was brought up in an orthodox Jewish environment. 
There seems to have been nothing outstanding in her personal his- 
tory. She was never a problem child and was an excellent student 
in school. She later became an office secretary but developed pul- 
monary tuberculosis and had to give up this job. After spending 
10 months in a sanatorium, she worked for several firms, in each 
position earning the reputation of being very efficient. She was de- 
scribed as idealistic, sensitive, and overeonscientious. The night 
previous to her hospitalization she left the office without saving a 
word. She did not return home until the morning, then was 
reluctant to say what had happened and seemed annoyed by 
her mother’s questions. She was taken to a private physician, who 
recommended hospital care. The patient was admitted to a private 
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sanatorium in June, 1941. There she was confused and agitated, 
exposed herself, danced about nude, and frequently refused food. 
She gave a confused story about the night previous to her admis- 
sion. On several occasions she smeared her entire body with feces 
and on one occasion ate her own feces. She was discharged in July, 
1941, to Bellevue Hospital, when, after a few days, she was admit- 
ted to Rockland State Hospital. On her admission to the latter, 
she was overactive and uncooperative. Gradually she became 
more uncooperative; her behavior was bizarre and her movements 
were stereotyped. Her speech was totally disconnected, she re- 
fused food and had to be spoon and tube-fed. When seen in Sep- 
tember in respect to electric shock treatment, she kept her eves 
closed and was entirely mute during the interview. Cerea flexi- 
bilitas was noted, 

All three patients were treated with electric shock during the 
period from September 23 to October 18, 1941. A series of 17 treat- 
ments was given each. At the end of the first week, during which 
four treatments were administered, the following observations were 
made: 

A. L., Case 1, showed definite improvement. It was possible to 
transfer her to a better ward, and she was sent to the movies. She 
talked freely about the picture afterwards and mentioned her fa- 
vorite book in an interview. She took an interest in conversation 
and was pleasant throughout. She was anxious however, to avoid 
uny conversation about herself and became quite tense and sus- 
picious when personal factors were mentioned. During the follow- 
ing week, the patient continued to improve. She seemed to be in 
good contact but was unable to give an account of the events lead- 
ing to her admission; she declared she was unable to remember 
what had happened. She took an interest in the treatment she was 
receiving and asked how many more treatments would be necessary 
before she could get well. She inquired about the possibility of 
slipping back to her previous condition. She obviously appreei- 
ated the assurance that this was unlikely, but nevertheless con- 
tinued to be afraid of another attack. Two days after the treat- 
ment had been discontinued, the patient was again interviewed. 
This time she asked what had brought on her ‘*nervous break- 
down.’’ The patient accepted the physician’s explanation that the 
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causes of many mental illnesses were not well understood. She was 
in excellent contact but had a retrograde amnesia for most events 
of her catatonic episode. This woman did not show any subsequent 
psychotic trends and was, therefore, on November 20, 1941, paroled 
to the custody of her mother. Reports from the social service de- 
partinent indicated that the patient had obtained a job and had 
made a good adjustment. 

M. Q., Case 2, seemed to respond very little to the treatment. At 
the end of the first week she was still incontinent, assaultive, de- 
structive, and entirely out of contact. Following the sixth applica- 
tion, there was marked improvement. Then, for the first time since 
her admission, she was able to carry on a conversation. She was 
found on the ward, nicely dressed, reading a magazine. Upon see- 
ing the writer, she smiled and said, ‘‘ You probably won’t believe it, 
but [ almost feel ready to go home. I feel all right in my head. It 
is funny, I don’t remember coming here. I certainly had wild ideas. 
I think I behaved like a wild animal. It was not until yesterday 
that 1 cleared up. I just snapped out of it.’? The patient com- 
plained of loss of memory and was told that this was a temporary 
condition resulting from the treatment. She stated that she could 
not even remember having seen her husband, who had come to see 
her regularly. She knew the writer’s name, however, and knew 
that she was receiving electric shock treatment. The patient con- 
tinued to improve. She did not complain of anything except mild 
lapses of memory. She was in good contact but somewhat reluc- 
tant to talk about her impressions during her acute psychotie epi- 
sode. She showed a superficial euphoria which seemed to be partly 
an attempt to cover up an underlying anxiety. After the electric 
shock therapy was discontinued, the patient continued to improve. 

M. Q. was finally told that she would be able to go home in the 
near future. The same day, following this advice, it was noted 
that she was running about the ward in a confused manner. She 
asserted that she was unable to find the closet where she had her 
clothes, and each time she went in the opposite direction from it. 
She said that she had suddenly lost her sense of orientation. The 
first thing the patient said upon seeing the writer was, ‘‘I think I 
am goofy. You know what I think? I believe I am dead, is not 
that silly? T feel sane but yet I don’t know where my coat is. I 
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feel sane, and I am crazy enough to believe I am dead. Suddenly 
I had died and you were somebody else. You look like somebody I 
went to school with. There was a patient who looked like my 
mother. I was afraid I killed somebody. I thought this place was 
punishment for something I had done.’’ 

The woman became so upset that it was necessary to transfer her 
to a ward for disturbed patients. There she had outbursts of 
laughing and erying. When interviewed, she spoke rapidly, say- 
ing, ** All my life I have been in love with two men. I was engaged 
to a young man who died of uremia when I was a young girl. | was 
very much in love with him. You look familiar; isn’t it funny, you 
look like somebody I went to school with?’’? The patient became 
gradually more excited and finally was uncommunicative, nega- 
tivistie and assaultive. After having received eight additional 
shock treatments, she suddenly started to talk again. When asked 
what had happened to her, M. Q. said, ‘*T had so many silly ideas 
I don’t know what to begin with. I felt bad and I don’t think T can 
explain why. [ach time my husband visited me I forgot he had 
been here. I felt pretty goofy. I relived part of my life. I went 
to Kentucky and there was the boy I was engaged to. I was very 
much in love with him. He was my husband’s best friend. He 
died of uremia. I got married shortly after he died. When T 
thought I was dead here, I said to myself, Ross (the patient’s dead 
fiancé) was available. He was where I was and suddenly I was 
near him. I did not want to give up Ed (the patient’s husband) ; 
he was around too. T don’t know why I have been so boy-struck 
during my insanity. Tam quite a devoted wife, crazy about my hus- 
band. I have a wonderful husband, my goodness! T had some 
funny ideas about vou. IT had an idea you were a boy I went to 
school with. He was the first boy I was interested in. My last 
outside memory was going to a pacifist meeting. Then T thought 
of a friend who has an insane brother who walked around nude at 
home. I was worried about a friend of mother’s. She had one 
hand off and I thought I was going to bite this hand off all the 
time. Then I was riding on a horse over a meadow covered with 
horse skeletons.”’ 

When M. Q. again seemed to be well enough to be released, she 
had another relapse. During the period following she had several 
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relapses but showed remissions each time after a few electric shock 
treatments. It was noticed, however, that contact with her became 
gradually more superficial. She was transferred to a building for 
chronic patients. She adjusted well to the new environment and 
did not have any further setback. She was assigned to work in 
the kitchen and no further special attention was paid her. When 
interviewed in her building at a later date, M. Q. indicated that she 
would rather talk to her husband than to the writer. She habitually 
wore a contented but rather silly smile. The patient seemed to be 
absolutely unconcerned about her previous behavior and said she 
had no recollection of anything that had happened since admis- 
sion. It should be stated that she presented no organie signs. She 
did not offer any complaints, asked to be sent home, and finally, 
upon the request of her husband, was discharged from the hospital. 
She is living with her husband and her mother in the middle west, 
and a letter from the husband indicated that she had made a good 
adjustment at home. The letter is quoted here: ‘*Patient is as 
near perfect mental and physical health as she ever has been. She 
has been seeing her friends, we have had a party for them, we go 
to the theater, and in every way she is leading a normal life. 1 will 
be glad to send you any further reports you may require, but I 
feel that the case may now be closed as far as your records are 
concerned,’? 

S. HL., Case 3, seemed to respond favorably to the treatment. Fol- 
lowing the second application of electric shock, she opened her 
eves, smiled readily, and asked to have her hair arranged. Her 
facial expression was somewhat bewildered, and she answered 
questions with some hesitation. She said that she didn’t know 
what had happened to her. This condition lasted only one day; the 
next, the patient slipped back into her catatonic stupor. Two weeks 
later a remarkable improvement was noted. S. H. was alert, 
friendly, and cooperative. Part of the conversation with her upon 
the occasion of this interview is quoted as follows: ‘‘It is a very 
peculiar experience to wake up suddenly. Now I am always hun- 
gry and | enjoy eating. I feel changed, I] am another person at 
present.’’ Asked why she had refused to eat, the patient replied, 
‘*T know it does not make any sense, and please don’t laugh at it. 


| 
| 


GERHARD CHRZANOWSKI, M. D. 


I thought I was allergic to metals and steel, and when they brought 
in the tray with food, I was afraid that it would go to my head.”’ 
S. Hl. continued to improve. She stated that many things had come 
back to her mind, She felt that she had become mentally ill over- 
night. About the time in the sanatorium, the patient said, ‘*1 did 
something which was horrible. | ate my own stools.’? Asked about 
the reason for this, she said, ** 1 thought 1 had some duty towards 
my mother. She was pregnant with me, and she had borne me. 1 
felt that | was still in her womb and near her bowels.’’? Asked 
about feelings of rebirth, the woman stated that she was not sure 
of this. She said that she was unable to eat following this experi- 
ence, because everything tasted like feces. When she was dis- 
charged from the sanatorium and sent to Bellevue, she felt that her 
sister was her mother and her mother her grandmother. S. UL. 
was quite upset following this interview but quieted down soon. 
She got along very nicely until October 27, 1941. At this time, the 
patient was interviewed and asked about her plans for the future. 
She showed considerable emotion when she was asked about her 
feelings toward her mother. She admitted that she had never gotten 
along with her mother. She had always resented the mother’s at- 
titude and felt extremely uncomfortable under the restrictions 
which had been imposed upon her by the mother. On the other 
hand, she realized that she could not live without her mother, Sud- 
denly she expressed the fear that her mother might die. Immedi- 
ately following this interview, the patient showed a dramatic 
change in her behavior and returned to her previous stupor. A 
few minutes later, she was found on her ward wetting and show- 
ing cerea flexibilitas when examined. Another series of electric 
shock treatments, started immediately after this attaek, worked no 
change. The patient remained out of contact and was finally trans- 
ferred to a continued treatment building. She has lived there since 
without showing any improvement. 


CoMMENT 
In reviewing these three cases, one finds many similar factors. 
Kach of the patients had a very acute onset of psychotic symptoms. 
None had had any previous attacks. The clinical pictures were al- 
most identical. The duration of the psychosis had been short in all 
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three when treatment was started. An initial series of 17 treat- 
ments was given to each; and at the end of this period, all showed 
definite improvement. The individual reaction to the treatment, 
however, and the final outcome in each case were entirely different 
from the condition seen immediately following discontinuation of 
the treatment. 

A. L., Case 1, was paroled in November, 1941, and has made an 
excellent adjustment. She is symptom free, and may be considered 
recovered. M. Q., Case 2, had several relapses but finally was in 
condition to be paroled in February, 1942. Reports indicate that 
she has made a good adjustment and her present condition seems to 
be much improved. S. H., Case 3, slipped back to her pretreatment 
level and shows evidence of regression. 

It seems that there are several factors which might have been re- 
sponsible for the different outcomes in these cases. A variety of 
psychopathological mechanisms ranging from hysterical ecompon- 
ents to primitive, chaotic thinking seemed to be covered within the 
clinical picture of typical catatonia. 

In Case 1, there was a complete amnesia for the events during 
the psychotic episode. The patient was never able to produce any 
psychopathological material, although one had the impression that 
she was perfectly willing to talk about her problems. She was 
worried most about the possibility of another attack and was very 
appreciative of any kind of reassurance, 

In the beginning, Case 2 showed a reaction which was similar to 
the one just mentioned. This woman was unable to recall what 
had happened during, and immediately before, her psychotie epi- 
sode. She then showed a great deal of improvement but, when told 
that she was ready to go home in the near future, asserted that she 
had lost her sense of orientation. She became very disturbed and 
produced material which seemed to indicate a conflict between her 
feelings toward her fiancé who had died and those toward her hus- 
band. Iler strong emotional attachment to the dead fianeé was 
expressed by her desire to be near him. She felt, therefore, that 
she was dead. One of her visions, that of riding a horse over a 
meadow covered with horses’ skeletons, may be related to this con- 
flict. The more the patient realized her confiict, the more disturbed 
she became. She had formed a certain attachment to the writer, 
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who reminded her of a friend of her vouth. She had a strong de- 
sire to express herself. It seemed, however, that the material was 
too painful and, on several occasions, precipitated new catatonic at- 
tacks. Each time it was possible to bring the patient in contact again 
by means of electric shock therapy. Finally, she reached the point 
at which she had only superficial rapport with the writer and obvi- 
ously was successful in repressing her painful thoughts. In this 
condition, it was possible to parole her and she has apparently ad- 
justed well, 

The third patient showed evidence of familial inadequacy, There 
were two cases of tuberculosis and one of catatonia among her sib- 
lings. Initially, however, she responded nicely to electric shock 
treatment and gradually began to talk, revealing why she had eaten 
her feces and refused to take food. She believed that her sister 
was her mother and her mother her grandmother. She became ex- 
tremely upset when, during an interview, her feelings toward her 
mother were questioned. Immediately following this discussion, 
she returned to her previous stupor. Despite adequate electric 
shock therapy, she never came out of this condition again and to- 
day shows evidence of regression. Iler explanation for eating her 
own feces is especially interesting. This idea was produced spon- 
taneously and apparently without any knowledge of certain ae- 
cepted psychiatric theories which are identical with the ideas ex- 
pressed by the patient. 

In comparing these patients, many points of clinical similarity 
were noted. The symptoms observed in each are those seen in typi- 
cal catatonie pictures. An analysis of basic personality and mech- 
anisin, however, showed marked differences. 

The catatonic episode of the first patient seemed to be almost of 
an hysterical nature. There was a sudden onset of the psychotic 
episode without any preceding symptoms, and the patient had a 
complete amnesia for the events which had taken place during her 
psychosis. The exaggerated development of a psychological state 
which takes place outside the memory and the normal conscious and 
is characterized by amnesia has been described by Janet as a typi- 
cal symptom of hysteria. Urstein described catatonia which was 
in the form of hysteria and psychopathy. The similarity between 
hysterical and catatonic stupor was later shown by Kretschmer. 
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He expressed the belief that catatonia takes part of an important 
normal developmental constituent of the psychophysical apparatus 
for expression out of its normal relationship, isolates and displaces 
it and thereby allows it to function too powerfully and with inap- 
propriate despotism. 

It was felt that the hysterical component in this first patient’s 
psychosis was an important one and that the constant reassurance 
given to her in connection with electric shock treatment may have 
been a responsible factor in her recovery. 

The psychosis in the second patient showed a strong element of 
schizophrenic autism. here was a tendency to retire into a dream 
life and to live in a world of subjective wishes where reality was 
nothing but an unpleasant interruption. 

It was shown that a new attack was provoked each time the pa- 
tient became aware of her conflicts. There seemed to be a need tc 
escape into a stupor when confronted with the revealed material. 

The hysterical element in this case seems to lie in the fact that the 
material produced by the patient can easily be understood in terms 
of actual events in her life. The repression of her painful thoughts 
seemed to have been a protective mechanism against the underiying 
schizophrenia; and when the equilibrium between protective neuro- 
tic features and basic schizophrenic elements was disturbed, the 
psychotic symptoms became manifest. Apparently it was necessary 
for the patient to repress the painful and disturbing material again 
in order to get over her psychotic episode. This case suggests, 
therefore, the need for building up resistance in the analytical sense 
—-at times when the patient is inclined to produce painful ideas 
and thoughts too freely so that they cannot be worked out success- 
fully. 

The catatonic stupor of the third patient seemed to be based on 

a chaotic mass of material which was obviously unrelated to the 
patient’s objective problems and, therefore, difficult to interpret. 
Her tenuous hold on reality, strengthened by electric shock ther- 
apy, could not be sustained At least one factor, that of her ambi- 
valence toward her mother, «.»peared to be too strong. She had a 
need to be protected in her mother’s uterus and at the same time 
expressed hostility in the wish that her mother would die. The 
realization of this conflict seemed to be such a severe trauma for 
the patient that every contact with reality had to be eschewed. 
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SuMMARY 


The responses of three catatonic patients to electric shock ther- 
apy have been described. Each patient may serve as an example 
of certain types of catatonic patients who are frequently treated 
by means of shock therapy. 

The material revealed by the patients illustrates the diverse na- 
ture of the clinical entity of catatonia. An attempt has been made 
to explain contrasting responses to electric shock therapy in clini- 
cally similar catatonics on the basis of dissimilar underlying psy- 
chopathological mechanisms. The variety of hysterical features, 
schizophrenic autism and negativism, and primitive, chaotic think- 
ing in catatonia has been pointed out. In this connection an at- 
tempt was made to show the necessity for individual consideration 
in each case with regard to therapy and prognosis. 

It is felt that the repression of painful and disturbing material 
in certain catatonic patients may be a protection against relapses. 
For this reason, it is suggested that an attempt should be made to 
prevent the patient from gaining too much insight into problems 
which eannot be worked out successfully. A specific approach by 
the therapist is therefore desirable considering that the prognosis, 
even with a physical agent, seems to depend upon the basic, dy- 
namie structure of each individual case. 


Pilgrim State Hospital 
West Brentwood, N. Y. 
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THE CARRINGTON FAMILY: A PSYCHIATRIC AND SOCIAL STUDY 
ILLUSTRATING THE PSYCHOSIS OF ASSOCIATION 
OR FOLIE A DEUX 


BY ALEXANDER GRALNICK, M. D. 

The following story combines the histories of all four members 
of one family. Only those data are included which could be corrobor- 
ated by their individual stories and by social service records.” The 
material is presented in some chronological order so that in a way 
we have the saga of a family. The main purpose of such a presen- 
tation is to give a dynamic picture of the development of the sev- 
eral psychoses from the point of view of family interpersonal 
relationships and cultural determinants. The influence of one 
member upon the others can be clearly seen. Unfortunately, ana- 
Ivtical work could not be done to elicit the underlying attitudes 
and trends which alone could round out the pictures of the char- 
acter structures at play. 

In this family history there are four leading personalities. They 
are Anne, the domineering, paranoid mother and wife; Cameron, 
the dependent husband; Edith, the first child, and John, the second 
child—both, weak, oppressed and dependent. The story follows: 

Anne Carrington was born in England on March 6, 1890. Her 
father was Henry Seigenberg, a London-born German-Jewish man, 
who was married to Catherine Murphy, an Irish Catholic. From 
the union, there were 11 children, of whom Anne was the third. Mr. 
Seigenberg operated a hardware store with great success, owning a 
14-room house. He was a quiet individual, who read his paper a 
lot and never had anything to say. His wife, on the other hand, 
was secretive, domineering and severe with her children, She had 
married out of her religion against her father’s objections and 
without benefit of clergy. She expressed her dislike for the Catho- 
lie chureh and the color green, which, she said represented it. 

She ‘‘hated’’ her father and called him ‘‘a harsh old witch.’’ He 
had always been quarrelsome and was separated from his wife, 
causing the latter so much grief that she finally died of a ‘‘broken 
heart.’’ After his daughter’s marriage he refused to see her. 


*Credit is due to Marie Bell, recently of the Central Islip State Hospital social service 
department, for her excellent work in collecting family data. 
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Anne’s maternal aunt led a happy marital life, had two children, 
and died at the age of 48. Her maternal uncle, however, was very 
‘*worrisome,’’ being particularly concerned about his parents’ sep- 
aration. After a fall from a wagon, he died when 30 vears of age. 
Anne’s paternal grandmother was a healthy woman who died in her 
seventies, and the paternal uncle was a fine musician. Mental ill- 
ness was unheard of in the family. 

During her early life, Anne apparently progressed like her nu- 
merous brothers and sisters. No affection was displayed between 
parents and children. After she began to menstruate at the age 
of 14, however, she noted a change in her mother’s attitude. It 
seemed to Anne that her mother was turning the other children 
against her. She noted that the food she got was not so good as 
that the others received, and the room her mother gave her seemed 
to isolate her from the family. She did not play with her brothers 
and sisters. As she put it later, ‘‘We were more like strangers; 
sometimes we would meet on the street and they wouldn’t take no- 
tice of me. I think it was my mother’s fault. She got me in the 
habit of being alone and I’d go upstairs to my room. I wasn’t a 
favorite with her, she didn’t like me. I know she didn’t.’’ 

At an early age, Anne expressed her dislike for the color green. 
In school she ‘‘was the smartest girl and put forward.’’? When 12, 
she was graduated from elementary school; but despite her desire 
for further education, her mother forced her to work in factories. 
This confirmed Anne’s suspicion of and dislike for her mother, es- 
pecially since the other children stayed in school longer. At the 
age of 15, Anne took a deep interest in palmistry and dream inter- 
pretations, reading independently on the subjects. Once a fortune 
teller told her she would ‘‘ rise to the top,’’ ‘never have anything to 
fear,’’ and ‘‘marry a man from across the sea.’’ These state- 
ments vividly impressed her, and she never forgot them. Though 
only one of these predictions ‘*came true,’’ she always maintained 
her interest in such subjects. 

As Anne grew older, she became retiring and seclusive. After 
work she spent her time at home reading ‘‘everything I could get 
hold of.’?) She had no friends of either sex and was not interested 
in making any. lHler life was divided among work, home and music. 
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This was Anne at 21 when her present husband, Cameron, met 
her. tle had been born 34 vears before in the British West Indies 
of an untainted family. His father was Thomas Carrington, col- 
lege educated and a chemist-pharmacist, and his mother was Eliza- 
beth West. Both were **quiet types.”? They brought up four chil- 
dren, of Whom Cameron was the eldest. Both of his brothers were 
employed in business establishments, and his sister was a church 
librarian. The family ** got along fine’’ and was fairly secure until 
the father’s trusting nature resulted in his failure. The family 
then lived with Cameron’s grandmother, who was ‘ta great enter- 
tainer,’’ and in whose house all was cheerful and agreeable, 

Cameron had been going to private school, doing well in every- 
thing ‘except poetry’? when he was forced to leave because of his 
father’s business failure. Up to the age of 25, he worked as a sales- 
man ina general store; and then, as did most boys in his locality, he 
followed the sea. Tle joined the United States Navy, and was as- 
signed to the engine room. He made friends easily and when in 
ports he freely indulged in the sports his fellow-sailors pursued. 
Four vears later, he landed in New York and found employment 
as a street-car conductor. Ile worked hard and long each day, had 
little time for pleasure and roomed by himself. After a vear, he re- 
joined the navy because he was ‘‘fired’’ following an accident in- 
volving his car. Again he travelled about the world, quite happy and 
eontent. In 1911, while in London on a 48-hour shore leave he 
asked directions of a young girl. This was Anne. 

To him, this girl appeared ‘‘amiable, happy, pleasant in her 
ways, and the athletic type.”? His opinion of Anne was not the 
one she held of herself. He liked her and said he would marry her 
when he returned to London. They did little that was exciting ex- 
cept ‘tsee the sights’’ and sit in her house. After conversing with 
him 10 minutes, Anne felt that somehow this man was to be her 
husband, for to her marriages were prearranged in heaven. When 
he left, she was sure they would meet again. 

Having resigned from the navy, Cameron was back in London 
several months later. In the three or four weeks before their mar- 
riage, Anne and he spent much time together. He ate with her 
family and noted that his future mother-in-law was a good house- 
keeper. She told him her daughter was a fine cook and a good 
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salesgirl in her father’s store. Cameron also noted that Anne went | 

out very little and had few friends. When she returned from walks, | 

she would be alone. In addition, he found **she was never very al- | 

fectionate’’ but rather that **she was always cold and very re- 
served.’? She told him of her mother’s strictness and general at- 
titude, and of her own belief in dream-interpretations and fortune- 
telling. She expressed the belief that she was to inherit much 
money because a fortune-teller had told her so. 

Since she regarded marriage more or less a matter of fate, she 
married Cameron, especially when her mother urged that she might 
just as well marry him as anyone. If it had been a matter of her 
choice, rather than something beyond her control, as she felt, she 
would never have married. Anne was not fond of Cameron, but 

thought she could **tolerate’’ him. She certainly did not want any 
children, 

After their marriage, the couple took their leave for America. 
The farewells were cool, and no tears of parting were shed. As a 
matter of fact, Anne thought her mother’s tone toward her was 
nasty, but was more pleasant toward Cameron. Later, Anne told 
her husband she had been glad to leave. She wrote her family only 
once in 28 years. The answer Anne received from her mother 
seemed to be *tnasty and eurt,’’ so she wrote no more and received 
no word. On the S. S. St. Paul they had a‘tnice trip.’’ Anne was 
calm ‘because nothing seemed to excite her.’?’ Once arrived, the 
newlyweds moved to Baltic Street and Fourth Avenue, a poor sec- 
tion of Brooklyn. 

Cameron immediately got a job with the street-car company, 
working as long as 16 hours a day for three vears. His income 
ranged up to $16a week. After about 10 months, the family moved 
to Manhattan, next to a hospital, which soon bought the house they 
were in and foreed them to move to 55th Street. Here they lived 
for several vears, but they had to move to 50th Street, between 
Tenth and Eleventh Avenues, during the war boom when rents sky- 
rocketed. Up to their hospitalization, they lived in this deteriorated 
block. Cameron thought they could afford to live elsewhere and 
urged Anne to find another apartment. Though she said she de- 
tested the neighborhood, Anne never searched for another place. 

For a short time after their arrival in New York, Anne sought 
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work. When jobs in factories were offered several times, she re- 
fused because she thought the girls were worked too hard. Soon, 
however, she was pregnant and ceased looking for employment. Her 
neighbors seemed to like her, but she discouraged them from visit- 
ing by her ungracious manner. She expressed intense jealousy of 
her landlady who possessed money and fine clothes. Anne was sus- 
picious of people and would not associate with Cameron’s friends 
so that gradually he lost them. He soon learned that she violently 
disliked the color green **because it brought bad luck’’ and repre- 
sented the Catholic church. 

She forbade her husband to bring anything into the house which 
was ever tied with green string. On one occasion she threw away 
his pearl-handled knife ‘because she thought it was unlucky.”’ 
Sometimes, she sat head-in-hands staring into the fireplace for 
hours. Anne said **she could see things’’ and tell what was to be. 
When Cameron ridiculed her, she became intensely angry. 

Sexual relations were always distasteful to Anne, and she never 
derived any pleasure from them, partly because of her fear of be- 
coming pregnant. At most she was tolerant, and suffered her hus- 
band’s advances. For a short period, though, before each concep- 
tion she sought marital intimacies. Once pregnant, however, she 
would refuse further intercourse. After Edith’s birth, she slept 
with the child, refusing sexual relations until shortly before the 
conception of John, eight years later. She barred her door and fre- 
quently awakened Edith when her husband approached her. After 
her last impregnation 20 years ago, she successfully avoided inti- 
macies, despite repeated efforts her husband made up to six years 
ago. 

Beeause she thought this was a terrible world in which all trou- 
ble had been caused by its people, Anne did not want to have chil- 
dren. She was unhappy when she discovered herself pregnant. 
Cameron, however, was elated because he was fond of babies. About 
one vear after their marriage, a girl was born at the Sloane Clinic. 
The baby was a breech presentation and died one hour after birth. 
Anne was very disappointed because she ‘‘had no baby to take 
home.’’ When the doctor said he was sorry the baby had died she 
took this as an admission of guilt and said he ‘‘killed’’ the infant 
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by his carelessness. Following this delivery, she became more se- 
clusive and suspicious, 

On September 16, 1915, Edith was born at the Sloane Hospital. 
Anne became ‘‘terrible domineering’? to Cameron. She picked 
on’? him for everything he did, forbidding him to smoke at home 
and correcting his every action. She no longer let him shop. When 
he bought clothes, she ridiculed and discarded them, so that finally 
he allowed her to buy everything. She repeated the content of their 
meals with monotonous regularity, despite his objections, and be- 
came antagonistic toward him. She refused to do anything he re- 
quested, Soon, he simply gave her his pay envelope and voiced no 
objections. 

Edith was a full-term, nine-pound baby. Cameron thought she 
was a jolly and lively baby who was ‘‘always laughing and full of 
energy.’’ Anne took interest in nothing but the child. She took 
great pride in her and dressed her so well that people remarked on 
the baby’s appearance. She even sewed Edith’s clothes by hand. 
The mother was overprotective in her attitude, and carried the 
baby in her arms a great deal. 

Edith was a healthy infant. She did not have tics or phobias, 
and suffered neither with enuresis nor convulsions. She ate heart- 
ily, grew rapidly and appeared well-nourished. She walked when 
nine months old and talked at 15 months. When two years old, she 
fell against a bedpost and suffered a lacerated forehead. Soon 
after this, her eves showed a squint, but her mother refused to have 
her examined. When seven, however, she was finally operated 
upon at the Knapp Eye Hospital. She began to wear glasses when 
five vears of age and has worn them since. The child was playful 
about the house and displayed affection for her father. When he 
came home she awaited him at the door, and took great delight at 
his tossing her into the air. He often held her on his knee and 
taught her the alphabet and geography. When she was four, edith 
surprised him by reading some of the words of his newspaper. 

Anne never let Edith out alone. She accompanied the child al- 
ways, and never let her play with other children unless it was in her 
presence. She thought the neighborhood children were too rough. 
On one occasion, a child accidentally scratched Edith’s face. There- 
after, Anne did not allow the girl to play with any children at all, 
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keeping her mainly indoors. She held Edith from school until she 
was nine. When the truant-oflficer threatened to take her to court 
she was forced to place her daughter in school. Her choice, oddly 
enough, was the Sacred Heart Catholic School because there the 
children ‘‘were better behaved.’’ This difficult choice was mainly 
governed by her fear of questioning by the public school 
authorities. 

John Carrington had been born the vear before, on April 23, 
1921. From this time forward, Anne devoted all of her time to the 
new arrival, largely neglecting Edith. Cameron noted that she 
‘actually worshiped’? her son. Most of her overprotective attitude 
was transferred to John. At the same time, she began to scold 
Kdith if she talked with her father. Often she told the girl that 
Cameron was her ‘enemy’ despite their being man and wife. When 
the boy was old enough to understand, Anne chased him, too, from 
his father. 

There was no doubt in Cameron’s mind that Anne had taken a 
turn for the worse again after John’s birth. She beeame ‘lazy 
end stout,’’ and he found her ‘‘always a liar’? who grew more sus- 
picious every day. She thought that ‘‘everybody in the house was 
her enemy.’’ If people casually stopped to talk in front of her 
door she chased and abused them, accusing them of spying upon 
her, She forced her husband to speak in low tones or be quiet, for 
fear the neighbors would overhear. Anne, however, never seemed 
to hear or see imaginary things. 

Cameron was sure there was something wrong with his wife, and 
decided that she was ‘‘a neurasthenic.’’ She would sit up to 2 or 3 
o'clock in the morning before going to bed with her son. She 
wrapped kitchen ware and clothes in paper bags but her husband 
never inquired why, for fear of precipitating a quarrel. Her sus- 
picions grew so strong that she allowed no one to enter their apart- 
ment. Anne told her children many stories of a fantastic nature. 
Frequently, she read the Bible to them; especially the Book of Rev- 
elations, and often predicted the world was to come to an end. 

Though Anne had an intense dislike for religion, and particularly 
for the Catholie church, she was ‘ta great lover of Jesus.’? She 
read the Holy Bible extensively because it represented to her the 
only true religion—that of the Hebrews. The contents of the 


| 
| 
| 
| 
| 
| 


ALEXANDER GRALNICK, M. D. 


apocrypha were disgusting to her and a distortion of religion. In 
fact, no valid religion existed any longer, for the true Hebrew one 
had been taken over by the others and thereby destroyed. In the 
Bible, she read principally the Book of Revelations because it 
spoke of the world **rolling up like a scroll and a new Jerusalem 
appearing.’? She loved Jesus, she said, because he saved people 
from going to Hell by his own suffering. 

Anne often read in the Testament of a woman washing Jesus’ 
feet and drying them with her hair, and of Jesus washing the feet 
of his disciples. To Anne, Mary Magdalene was a good, though 
not virtuous woman, who washed Jesus’ feet and was the first one 
to see him when he arose from the dead. Every day without fail, 
she washed John’s feet even though it often made him late for 
school. This procedure was followed until shortly before his death. 
Although he objected at first, John later submitted to this daily 
ritual. 

To Anne, her son was ‘‘a beautiful baby,’’ ‘‘full of life’? and 
more alert than even Edith had been. He walked at nine months 
and talked soon afterward. When six, he went to Public School $4. 
lis record was excellent throughout. Except for two C’s in con- 
duct in the third and fourth grades, he received only A’s and B’s. 
His nutrition was recorded as poor, and he did poorly in physical 
training classes. As he grew older, Anne thought: ‘*John has the 
appearance of a Jewish boy.’’ He followed certain Hebrew cus- 
toms and, like his mother, would not eat ham or any other form of 
pork; and ‘‘like Jesus, he returned good for evil.’? Because she 
thought the Hebrew law forbade it, Anne saw to it that neither 
John nor Edith ever saw the naked bodies of their parents. In fact, 
she never exposed herself to her husband. 

Because of her suspicions and fears, Anne walked with her daugh- 
ter to and from school every day. Edith had been placed in the 2-B 
grade. She was well behaved, and made good marks. She liked to 
sing and play the harmonica. Once, though, she was struck over the 
head with a ruler by her teacher. This precipitated quarrels be- 
tween Anne and the nuns who soon gained the mother’s ** hate’? and 
scorn. Anne thought the nuns were ‘‘turning’’ the school-children 
against Hdith, telling them she was **crazy’’ because she had no re- 
ligion. When, finally, a child pushed Edith down the steps, break- 
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ing one of her teeth, Anne immediately removed her from the 
school without consulting her husband. When she took Edith out, 
she felt like dragging the school down and would have, ‘*if I were 
Samson.’ This experience turned her definitely against all re- 
ligions and churches, especially the Catholic church. Edith’s ree- 
ord card showed her to have had an ** A’? rating in work and con- 
duct. It made no mention of why she was removed, but stated, 
“The parents are non-Catholic but they especially desire that she 
shall become a Catholic.’?” Anne destroyed every card and record 
Idith had received from the Catholic school because she wouldn't 
have them about the house, 

It was only after she left this school, that Idith herself began 
to think that the Catholie church was ‘tagainst her,’’ and to oppose 
it. When she walked in the street with her mother, the latter 
pointed out the other children who, she said, smirked and laughed 
at Idith. Anne said they did so at the instigation of the Catholic 
sisters. The child also began to think that the color green repre- 
sented the Catholic church and was unlucky. Time and again, Anne 
**reminded”?’ the girl that it was her father who had sent her to the 
parochial school. Until she was graduated from public school, 
idith’s record was covered with A’s for work and conduct, and she 
got along without trouble. Only twice did she get B’s in her work. 
She studied much and frequently asked her father for help. He 
found that ‘ther lessons were always right.’’ When about 12, 
though, Edith stopped consulting him. The school’s principal 
thought that Edith was ‘very bright but peculiar and dominated 
entirely by her mother.’’ Anne continued to accompany her to 
school, and, in the playground, Edith stood about alone not playing 
with other children. After her brother came to school with her, 
they both were isolated. 

When Anne first forbade Edith to speak with her father, ‘‘she 
was high-spirited and resentful,’’ and threatened to run away from 
home. As time elapsed, however, she submitted to her mother’s 
will, and when scolded would act ‘*cowed,’’ going off to sit in a cor- 
ner by herself. Gradually, she became the shy, seclusive, submis- 
sive and unassertive woman she was on adinission to Central Islip 
State Hospital. 
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John slept with his mother from the time of his birth until 
shortly before he died in his eighteenth vear. She watched every 
step he made, and did not allow him out for play. Soon he became 
a ‘tbookworm.’’ He could do nothing without her permission, 
though at first he frequently disobeyed and resented her zealous 
attitude toward him. Ile didn’t understand why he could not talk 
to his own father and voiced strenuous objections until Anne finally 
bested him. He gave up, and, apparently from his father, learned 
to say nothing. Soon, everyone was silent but Anne. 

When their mother was about, the children were quiet and did 
nothing to offend her. Iédith seemed to be fond of John, despite 
his displacement of her, and played with him when Anne was out or 
husy. Together, they played harmonicas, cut out paper toys, and 
sang. They made scrapbooks and read a great deal. Occasionally, 
they plaved ball against the bedroom wall. Although Edith had 
learned to cook and sew in school and expressed an interest in these 
activities, her mother allowed her to do nothing at home. Anne 
was, in fact, harsh with her children. She had fixed ideas as to just 
how they should act at all times, and just what routines they should 
follow about the house. She brooked no interference from her hus- 
band; and when she wrapped things in bags, the children did not 
dare to investigate. 

A few months prior to his resignation from the Adams Express 
Company in 1919, Cameron thought he was being **hounded.’’ He 
felt he was being followed, and it seemed **the same man would 
turn up frequently.’’ At the same time, he found that a company 
clerk, who had been his friend, had become short-tempered and 
fault-finding with him. Finally, he reported later, Anne told him 
that a detective had been to the house inquiring about him, and re- 
lating that the company had found some valuables missing. At last 
Cameron understood the ** feeling of being hounded.’’ He became 
incensed and immediately went to the company’s offices with his 
receipts, ‘proved my innocence,’’ and promptly resigned, Thence- 
forth, no one hounded him. Ile read shortly afterward that a eom- 
pany employee had been jailed for robbery, and he felt justified. 

Cameron then worked in several places, apparently doing well, 
before he found employment in a pickle factory. His job was to 
put up orders which the truckmen delivered. He worked there 
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three vears, doing so well that his employers paid his salary for 
six weeks alter his first hospital commitment in 1929. When he 
first went to work there he was told to be particularly eareful, be- 
cause things would be stolen from the orders he made up. The fact 
that this did happen became a great source of worry to him. 

The gaiety of the girls in the factory forced him to contrast their 
behavior with Anne’s, which, he said, **was driving me nutty.’? In 
August, 1928, he began to hear their singing voices when he was at 
home. Ile said later, ‘tL carried their singing home with me.’? At 
night, he heard the neighbors’ daughters singing and dancing up 
stairs; and he thought that they watched him. During the day, they 
talked about and laughed at him. For no apparent reason, he 
would ery. Voices threatened his wife and said he himself was to 
be killed. Ile told a physician, **The gang that is after me is try- 
ing to burn out my sexual organs with rays coming through the 
ceiling. [woke up and found my glands all heated up.’?) He heard 
voices say, **Shoot him,’? and became apprehensive and fearful. 
Finally, he was committed to Central ishp State Hospital. 

Cameron thought the voices were real, because Anne always said 
people talked about them; and she frequently went to the door to 
see if people were listening. When he asked her why she did this, 
she told hin to be quiet, but never related what, if anything, she 
heard. She had never stated, however, that the voices he heard 
were Imaginary. iler attitude, however, unnerved him. At the hos- 
pital, he adjusted rapidly, worked well and gained insight in a 
short time. Tle realized the voices he had heard were imaginary, 
and said that Anne’s behavior was the cause of his worries. After 
13 months of residence he was paroled, and then was discharged 
one vear later, having shown no further symptoms. On his return 
home, Anne was even more insistent that the children not talk to 
him. She feared they would acquire his ideas, especially his dis- 
belief in the hereafter. 

Anne noted that the family upstairs received mail from the 
Sacred Heart Church and, therefore, suspected them. There were 
five girls, and they made much noise. Anne considered them to be 
the original cause of Cameron’s mental illness, due to the influence 
of the Catholic church. She felt they knew Edith had been removed 
from the parochial school and were, therefore, annoying the family. 
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Although she professed hatred of religion she lived next to a Cath- 
olie church through a window of which she could see. The family 
lived there 18 vears. She explained, **We were always going to 
move but never did.”’ 

Despite her late start, Edith was graduated from publie school at 
the age of 14; and she entered Haaren High School in February, 
1928. For one term, her grades were in the eighties. When her 
father was hospitalized in October, 1928, Anne removed her trom 
school, and took her in search of employinent. She noted that 
INdith’s religion was asked. When Anne said the child had none, 
she was told that if Edith had a faith, employment would be easier, 
This incensed Anne, but she would rather have starved than adimit 
having a religion. She remembered Jesus* admonition, ** What 
should it profit aman if he gain the whole world and lose his soul.’’ 

Soon the Charity Organization Society aided the family; and 
when she was 15, Edith went back to school but did poorly. By the 
end of the fourth term, her average was 65; and she failed in typing 
and stenography. Following this, she didn’t wish to return to 
school, Anne did not object and Edith was ** discharged as over 17 
vears of age.”’ The high school authorities did not see fit to rate 
her personality and character. After leaving school, Edith re- 
mained at home without attempting once to seek work, 

John went to public school when six and was graduated at 15 
and one-half. Hethen entered Hlaaren Iligh School and was grad- 
uted three vears later with excellent ratings in *t reliability, leader- 
ship, civie spirit, industry and good manners.’* He had received 
Inany prizes. [lis personal appearance was recorded as excellent or 
average, but several teachers thought he had the appearance of 
extreme poverty, although he was neat and clean in his habits. His 
marks were in the 80’s and 90's, most of them extremely high, and 
he was an Arista member. His elementary school 1. Q., was re- 
corded as 123. He had high marks, such as 100 in the intermediate 
algebra Regents examination. His English teacher said he was ‘ta 
splendid student, but obviously suffering from some inner disturb- 
ance which revealed itself in extreme shyness and sensitivity.’’ On 
his history record was written, **The boy has such an inferiority 
complex that he makes a poor impression in spite of his ability.”’ 
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At home, both children were denied education in sexual matters. 
The subject was taboo. Edith read newspapers, children’s books, 
pulp magazines, and detective stories. In discussing life together, 
both said they would never marry or have children. Frequently, 
they heard Anne say that she wouldn’t have married had she known 
better. HEdith, at this time, was 21 and John was 13. They prom- 
ised each other that they would always remain together, and that 
John would take care of Edith when he grew older. Both disliked 
the frequent quarrels they heard at home, and life was unpleasant 
for them. They displayed no affection for their parents, and were 
paid none. When Anne tried to pat John’s shoulder as she helped 
him with his coat, he would shrink away. Sometimes, he was sullen 
and angry with his mother and sided with his father. 

About the house, John built airships and tinkered with clocks and 
other mechanical things. On small pieces of paper, he neatly com- 
piled his own newspaper, in which the scores of his handball games 
with Edith were daily recorded with percentages won and lost for 
each. lis mother thought he disliked girls and considered him 
‘*stubborn and sell-willed.’? She always wanted him near her, al- 
though she felt that he did not like her. He definitely preferred 
his father, whereas Edith was partial to her mother. 

lnumediately after Cameron’s discharge from the hospital in Oc- 
tober, 1929, he got a job with a plumber and worked rather regu- 
larly despite the depression. Hlowever, in 1932, he was unemployed 
for a while before working for the WPA until 1935. He was then 
dropped from the relief rolls because he was not a citizen. His 
eight years of service in the United States Navy were of no conse- 
quence here; and he came under the care of the Department of 
Public Welfare. 

Cameron spent many hours every day looking for employment. 
Occasionally he found odd jobs. Because things were so miserable 
for him at home, he spent hours in the park reading papers and 
talking to strangers. No one at home conversed with him, and his 
wile became so unbearable that sometimes he struck her in the face. 
Ile was apparently well up to two months before his readmission, 
April 10,1939. Much later, however, he declared that after he went 
on relief in 1935, he began to harbor the idea the Catholie church 
was stirring up trouble for him. He thought the relief workers 
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were Catholic and *tacted funny’’ so that it was difficult for him to 
vet help. He suspected that Anne’s idea about the Catholics re- 
taliating for Edith’s removal from parochial school had some va- 
lidity. He felt, although somewhat vaguely, that the Catholics were 
‘hostile. 

Anne was indeed strange. Not only did she tell the children that 
Cameron was her enemy, but also that he was ‘*crazy.’’ She 
warned the children not to talk to him for fear that they too would 
‘*become insane.’’ The clothes she wore were dirty, despite the 
cleaner clothes the relief office gave the family. In the winter, and 
even when it was warm, she wore hat and coat in the house, and 
‘*plugged cotton in her ears for warmth.’’ She insisted that the 
family do likewise, but only Edith complied. Anne even slept in 
her clothes and was imitated by her daughter. Anne said she could 
foresee the future by looking into the fire. Once she brought a 
butcher knife, and told Cameron she would kill him with it. He 
dismissed her, laughing; and she wrapped the knife in a paper bag 
where he later found it rusted. At one time, she read of a woman 
killing her husband with a rolling-pin, and promptly bought one, 
threatening Cameron again. 

Kor Cameron, the fact that no one visited his home was very de- 
pressing. The sparsely-furnished apartment itself was dishearten- 
ing. Carpets and soiled linens substituted for mattresses. The 
rooms were littered with rubbish, tin cans, stacks of old newspa- 
pers, and numerous paper bags, the contents of which he dared not 
investigate for fear of arousing Anne. The walls were covered with 
grime and soot. Ilis wife allowed no one to clean the place and 
did not do so herself. Surreptitiously, Cameron would clean when 
she was alseep. If Anne caught him, she scolded roundly. Window 
panes were broken, and pipes leaked, but Anne allowed no one in to 
repair them. In fact she let no one pass her threshold. She grudg- 
ingly permitted the rooms to be painted once, but only after the 
landlord forced his way into the apartment with the painters over 
her protestations, 

Anne became too suspicious for adequate description, She did 
not allow the children to go out alone, and when shopping had to 
be done, she went with one of them. Their chief fare was delica- 
tessen and spicy foods. She would not buy food Cameron. re- 
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quested, nor would she cook for him. He often had to prepare his 
own food because Hdith was forbidden to do so. His children 
looked thin and sallow; and their clothing was drab and old-fash- 
ioned, They had no initiative but were merely subjects of the 
mother, Their complete domination by her and alienation from 
him were disheartening. 

During 1937, Anne complained of backaches and difficulty in 
walking because of a tainor deformity of her toes. She stayed in- 
doors for an entire year, refusing even to shop. Finally, she went 
to the West Side Dispensary for a short time. Coincident with 
Anne's trouble, Edith noted her own hands were numb. Her arms 
became weak so that Anne had to cut her food. ler mother thought 
edith had *tcaught cold;’? but though she staved in bed a week, no 
doctor was called. Anne rubbed Edith’s arms with liniment and 
made her exercise her shoulders. After several weeks, the weak- 
ness of the arms subsided, but the numbness of the fingers per- 
sisted. During this time, Anne refused medical assistance from the 
public welfare agency. 

Repeatedly, Anne told investigators that ‘tall the voung are bet- 
ter off dead due to the condition of the world today.’’ She boasted 
ol her prowess in witchcraft and necromancy. At the same time, 
she feared the church and crosses. She told one investigator that 
if she were connected with the Red Cross she’d have nothing to do 
with her, for the Red Cross had something in common with the 
Cathohe church. 

For long periods, Cameron brooded over his unemployment. Ie 
was advancing in vears, and his future was not bright. Relief was 
distasteful, and lis only son was incapable of taking care of him- 
self, let alone his father and family. John was seclusive and did 
not talk much. Ile did not initiate conversation with his father any 
more. Cameron thought something was worrying his son, for noth- 
ing interested him. When he took John for a walk, describing the 
birds and trees, John made no response. The boy did everything 
slowly, and walked without swinging his arms. Finally he gave up 
going to school. 

Although he had remained in good health, things became too 
much for Cameron. In the early part of March, 1939, he began to 
feel that somehow a gang was after him at the instigation of his 
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Cameron, above, first admission, 1928; center, second admission, April 10, 1940; 
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wile. Considering Anne‘s treatment of him, he could only reason 
that she wanted to get rid of him. He began to hear voices. They 
were not like the ones he had heard 10 vears before; for those, he 
knew, had been imaginary. These, however, were real and insist- 
ent. They threatened his life; and the taxi-men in the lower apart- 
ment did likewise, so that he was afraid to go home. During the 
night, these men watched him through the windows, and planned 
his destruction. 

Cameron staved away from home for hours, but soon he felt that 
the whole world was hostile toward him. Wherever he went he 
heard threats against his life. People began to broadcast about 
him, accusing him of sexual degeneracy, and calling him vile names, 
There were gunmen and racketeers threatening him from all over 
the country. Cameron knew they were real, because an old man 
in the house told him he knew the gang. At times, he was sure his 
wife and children were part of the gang. Once he smelled a poison 
vas and became so dizzy that he had to open the windows before 
he was strong enough to leave the house and escape. 

Finally, he became so fearful that he kept a hammer at hand. 
One night he heard a drunken man in the hall make derogatory re- 
marks about his sexual habits. Cameron accused him of being the 
vang’s leader and beat him mercilessly. Voiees accused him of 
stealing pictures which really had been taken from the nearby 
church in 1935. The very night **the broadceasts’’ began, he heard 
a Catholic Youth band in the neighborhood. However, at this time 
he did not implieate the Catholics as the instigators of the threaten- 
ing voices. At times, he was worried and depressed, and wished he 
could be back in the West Indies where things had been so pleasant. 
finally he voluntarily went to Bellevue Hospital in seareh of aid, 
upon advice of the police. 

On April 10, 1959, Cameron was brought to Central Islip State 
Hospital. He felt a change almost immediately. He heard no more 
voices and became rather happy and unconcerned about his previ- 
ous trouble. Ile worked well from the start. Occasionally, he 
thought some patients talked about him, but paid little heed. He 
did not want to leave the hospital, because he was sure the gangs 
still awaited him in New York City. Under the circumstances, he 
was not at all anxious to return to his family. Ile said, ‘* They have 
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no use for me, so what’s the use of my worrying over them. 1'l! 
give them up altogether.’’ After he had been in the hospital a few 
months, Cameron mulled things over in his mind, looking for the 
cause of his trouble. Ile began to think the Catholics were actually 
responsible for his predicament. Finally he adopted Anne’s ex- 
planation for her own situation. He said quite freely, ‘* Yes, the 
Catholics really were hostile to me after we took Edith out of the 
school. The Catholic Charity Society didn’t give us help because 
we weren't Catholics. Father Coughlin and the Silver Shirts were 
the trouble-makers. ”’ 

A year later, he would grant the probability that Anne’s ideas 
had influenced him, yet would not surrender his own delusions. He 
stated that he still occasionally heard people call him a drunkard 
and eriticize him for not going to church at the hospital. — Ile 
thought he had always believed Anne’s ideas and that they finally 
**became impressed on my mind.’? Now that Anne was in the hos- 
pital and spoke with him occasionally, he thought this ‘might have 
freshened it up.’’ 

About two months before Cameron’s return to the hospital, John 
began to eat poorly and lose weight. He talked less and appeared 
unhappy. Nevertheless, he went to school regularly and studied up 
to shortly before his father’s rehospitalization. His mother told 
him that Cameron’s strange talk meant that ‘the was going off 
again.’’ The boy staved at home and explained that he did not feel 
well. He ‘liked his father a lot,’”’ for he was the only one who had 
had a smile and a word of encouragement for him. When Cameron 
kept a hammer by his bedside and shouted out against his 
‘‘enemies,’’ John did not fear to go into his father’s room. 

When Cameron was rehospitalized, the last straw was added to 
John’s already overburdened back. His appetite became worse and 
he grew weaker. Most of the day, he sat in a chair, refusing to go 
out. He stopped studying and had less to say. When he paced up 
and down the house, Anne thought it was for exercise. Soon, he 
had seizures of abdominal pain and vomiting, and thought his heart 
was affected. With the onset of this decline, John became irritable 
and flared into anger easily. Frequently, Anne had to run out into 
the hall, and he would slam the door after her. Once, a neighbor 
saw him chase his mother. There was a ‘‘wild look in his eyes,’’ 


| 
i 


ALEXANDER GRALNICK, M. D. oll 


and he waved his arms over his head in a frenzied manner. Anne 
told the neighbor that he had been trying to beat her, but quickly 
returned to the apartment. She explained these outbursts with the 
belief that he, like all people born under Taurus, had **the temper 
of a bull.’’ 

In June, a social worker described him as **a morbid, silent boy, 
who barely said yes or no.”’ 
tion;’ 


She thought he was ‘‘ill of starva- 
and above his mother’s protestations, she called a doctor 
who recommended that John be hospitalized at once. Anne ob- 
jected, but he was removed to Metropolitan Hospital on May 2, 
1959. There, it was recorded that except for abdominal complaints 
John’s **past history was negative.’’ Physical examination was 
negative except for *‘emphysema over the entire chest, and slight 
tenderness over the umbilical region.’’ Ilis hands and feet were 
cold and eyanotie, and his blood pressure 100/60. His reflexes were 
diminished, and the electrocardiogram showed evidence of myo- 
cardial damage. The diagnosis was ‘‘mixed hysterical psycho- 
neurosis, 

On one visit to the hospital, Anne asked John to show her his 
palin. She read it, explaining to Edith in his presence, that the 
life-line was broken and, therefore, he might not live. Having 
seen **the sign of death’’ in his hand, she decided to take him home. 
Unemotionally she remarked that it was too bad that John had to 
die; but the signs showed its inevitabilitv. No wonder then, that 
the investigator who heard this felt that Anne wanted her son to 
die. Seventeen days after his admission, the doctors had to release 
John because his mother demanded it. Shortly thereafter, a social 
worker saw him at home. She deseribed Jolin as **lying on a pile 
of rags on one of the bedsprings; the dirt and grime was so thick 
on his body that it could have been scraped off any part of him.”’ 

The signs notwithstanding, John remained alive. He gained 
weight, ate better, and took a little exercise. No one heard him ex- 
press any delusions or speak of hallucinations. In July, a social 
worker saw him and thought, *‘He looked much vounger than his 
years and was very anemic. He had a pale mask-like face, and 
moved and talked with extreme difficulty, carrying himself stiffly 
and speaking laboriously.”’ 
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He finally recovered sufficiently to make biweekly visits to the 
City llospital Neurological Clinic. There, his complaints were reg- 
istered as those of abdominal pain and severe constipation. [xam- 
ination was negative. Skull plates showed no bone changes, but 
a slightly diminished anteroposterior diameter of an otherwise reg- 
ular sella turcica. neephalitis was considered as a possible diag- 
nosis, and bromides and chloral were prescribed from August to 
December, 1939, 

The last few weeks of his life, John staved at home without ex- 
ception. Ile ate very little and said almost nothing. Onee, Anne 
described his behavior to the janitress by saving, ** My boy is crazy. 
He’s ving down on the floor. He and his father are both mad.’’ 
Anne bought no coal, and John was cold. He steadfastly refused 
to wear his hat and coat in the house as his mother and sister did. 
Finally, he was so weak he ‘ttook to bed’? four days before his 
death. For two days, he took no nourishment, not even water; and 
on the third day, he had only one egg and two pieces of bread. 
There was little food in the house. John only arose to go to the 
toilet. Otherwise he was quiet and silent. When asked to eat he 
said, **No, go away and don’t bother me.’’ Much later, when she 
was in the hospital, Edith said he resembled patients she saw who 
were typical cases of catatonic dementia precox., She then thought 
too that John should have been tube-fed. 

Anne and Edith debated whether to call a doctor, going so far as 
to dress John for the ambulance, but no further. Perhaps Anne 
was thinking of the broken life-line in John’s palm. During the 
night preceding his death, John’s breathing became heavy and la- 
bored. His mother and sister sat up, side by side, on the bed near 
him all night. They slept in this position, with blankets over their 
heads and shoulders. Anne knew John was dying but would not 
look at him, although his breathing became shorter and weaker. 
Karly in the morning, his breathing ceased: and [edith found him to 
be cold. She held her hand over his mouth and felt no breath. 
Anne then said, ** He must be dead.’? She did not ery. Edith shed 
a few tears but stopped when told to call the janitress. Anne for- 
bade the latter to pray. 
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later, the medical examiner estimated John’s weight at 
SO pounds. The cause of death at autopsy was given as **bronchio- 
pneumonia and exhaustion psychosis.’ 

dith missed her brother, with the little emotion she was capable 
of. There was nothing in her life now but utter domination and 
continuous reprimanding by her mother, She later said she **didn‘t 
have much interest in living any longer.’ She dared not go out 
alone, even if Anne would have allowed it. Iler fear, isolation and 
restriction were complete. According to the social workers, ** Edith 
went into a decline’ after John’s death. She ate little, lost weight 
and ceased menstruating. 

On February 28, 1940, Anne and Edith were both found wearing 
hats and coats in addition to robes, because the apartment was cold. 
Mdith lay in bed appearing *thlue and The floor leading 
from the kitchen to the bedroom was completely covered with rusty 
nails laid end to end in an orderly fashion. The social worker was 
not allowed to cross the floor until Anne had swept them aside, mut- 
tering at the same time about *tspies and Jews.’? A doctor was im- 
mediately called. He said that ** Edith had deteriorated rapidly’? 
since his last visit in December. He declared, **She will go the 
same as John if she and her mother are allowed to remain together 
at home.’’ 

All at the public welfare office who knew the family thought that 
Anne was an extremely clever woman, capable of concealing her ab- 
normal symptoms and of making a good impression. Her influence 
on [edith was therefore thought to be all the more insidious. On 
Mareh 1, 1940, both Anne and Edith were taken to Bellevue [os- 
pital, but the former did not know she was to be detained until her 
arrival, Anne then told Edith that the Catholic chureh had insti 
gated their hospitalization. On March 13, Anne was brought to 
Central Islip State Hospital, and Edith followed one week later. 

Physical examination of Anne was essentially negative, except 
for peripheral arteriosclerosis accompanied by a blood-pressure of 
200/100. She adjusted readily to ward routine: and during the 
mental examination, she was rather cooperative, although restless 
and evasive. Speaking relevantly and coherently, she gave the im- 
pression of sincerity and expressed indifference to her future. She 
asked to see her daughter, and denied all behavior that might throw 
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suspicion upon herself. lLlowever, she did admit that the Catholic 
church might be responsible for her predicament, because Edith 
had been removed from parochial school. [ler sensorium was per- 
rectly clear, but her insight was impaired. 

edith showed herself to be an inadequately-nourished and poorly- 
developed, asthenie woman whose shoulders drooped. She had a 
dorsal scoliosis, internal strabismus and poor vision of the left eve. 
She complained of numbness of the finger tips and had ankle- 
¢lonus on the right. Heart, lungs, and abdomen were negative. She 
weighed 117 pounds. 

To the admitting physician, Edith appeared tense and suspicious. 
She asked immediately for her mother. On the ward, she adjusted 
well and rapidly. During mental examination, she was cooperative, 
answered relevantly and coherently, but with little spontaneity. 
She appeared rather placid and uneoncerned. No trends could be 
elicited, particularly because she was guarded in her responses con- 
cerning her mother and home conditions. Her sensorium was clear. 

lor the first few months, both women were suspicious, seclusive 
and ¢clannish. They were clean, attended to their own wants, and 
ate and slept well. They always were together, speaking in barely 
audible tones. They spoke to others only when addressed. Anne 
complained about her foot, and Edith complained about the weak- 
ness of her arms and legs, as well as the numbness of her fingers. 
The latter said nothing of her amenorrhea. However, neither 
sought treatment or demanded anything. Both refused to go out, 
Anne because of her **sore foot”? and Edith because ‘1 don’t feel 
like going out.’’ They did a little cleaning and sewing. 

After two weeks, they were transferred to a ward for cooperative 
patients. They consistently occupied the same chairs, which gave 
them a view of the corridor. Whenever they saw the examiner or 
some person in authority approach, they showed signs of apprehen- 
sion, Anne, as a rule, would arise and hide in the hallway, peeking 
out to see the person. When questioned, she made many lame ex- 
cuses for this behavior. Often they fidgeted, ceased their conver- 
sation and acted as if unaware of who was coming. Although their 
activity was benign enough, thev acted at these times like children 
caught at the jam closet; and they warned each other of a person's 
approach. In all their actions, one thing was outstanding—com- 
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plete domination of Edith by her mother. This was noted by every- 
one who had contact with them, and was variously characterized as, 
‘Edith never talks when her mother is around,’’ **her mother al- 
ways answers for her,’’ **when the mother says eat frankfurters, 
Mdith eats frankfurters,’’ and Edith doesn’t think for herself.’’ 
Reticence, seclusiveness, and suspiciousness were not their only 
similarities. Both carried their possessions with them; and when 
they slept, it was with a sheet wrapped over and around their 
heads, so that, Iving in adjoining beds, one was the image of the 
other. Both lacked initiative, but could be stimulated to talk and 
work. 

Anne became delusional about her attendants, and thought every- 
one was a Catholic who would trouble her. She always spoke under 
her breath, so no one would overhear, and accused social workers 
and the church of tricking her into the hospital. She refused to 
leave the building for walks except on one occasion, when she went 
out to see Edith do exercises. When Cameron visited them, she 
once accused him of being her enemy and wanting to have her 
hanged. She said to Edith in his presence, ‘* Didn’t I always say he 
was my enemy? | always told you he was. He was my husband 
but that didn’t stop him from being my enemy.’? Edith nodded in 
assent. 

At present, her ideas are unchanged. She remains seclusive, sus- 
picious and paranoid concerning those about her. Occasionally, she 
visits her daughter or is visited by Cameron. Her behavior is 
otherwise good; and she requires no special supervision, 

The women were separated a few months after their admission. 
edith then became increasingly sociable. Six months later, she 
explained that she had more confidence in herself and had made 
several friends. Despite her advancing neurological condition, she 
desired to work to support her parents. She did not like being 
alone when the other patients went for walks. Speaking of her 
former behavior, she said, ‘*It all seems so silly. [| am not shy 
now. | have more confidence. | have more things to talk about 
and can carry on a conversation better.’’ She went outdoors as 
much as she could and showed initiative in her work. Occasionally, 
she asked if she could see her mother, but, oddy enough, was neither 
visibly upset when they were first separated nor distressed at the 
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permanency of the change. She said she missed her mother but 
added, not a child. Tam old enough to get along.”’ 

By October, 1940, Edith had gained 30 pounds and had begun to 
menstruate, In January, 1941, examination by the visiting neurolo- 
eist showed all her deep reflexes hyperactive and the Babinski signs 
positive. She showed increased muscle-tone, more pronounced in 
the lower extremities, mild ataxia and some dissociation of move- 
ments, but no sensory disturbance. The diagnosis for this condi- 
tion was multiple sclerosis, but it was thought unrelated to her 
paranoid schizophrenia. She had a mild anemia, but the stomach 
contained free hydrochloride acid. 

Mdith’s physical condition grew progressively worse, so that she 
would not attempt to visit Anne, who was in another building. In 
May, 1941, she developed blurring of her vision, and grew so spas- 
tie she could hardly walk without support. She was forced to give 
up working in the kitchen, because she dropped objeets and in- 
jured berself, although it was obvious she made every effort to do 
well. She complained of dizziness and a pressure sensation in her 
head when she bent over. Up to the present she has followed the 
rather typical course for multiple sclerosis with exacerbations and 
remissions, but with a general decline and loss of 20 pounds. 

Despite her physical handicap, however, she continued to grow 
more sociable and likable. In November, 1941, she summed up her 
status by saving, ‘*P can face the world now. I don’t let people 
step all over me the way T used to.’’ She recognized her physical 
condition as worse and wondered if she would be handicapped all of 
her life. 

In April, 1942, Icdith was outwardly the same, and could discuss 
her history quite freely. She stated positively that the Catholic 
chureh had used its influence to cause her hospitalization by the 
relief workers. She believed the church never let anyone leave the 
religion once he had entered it. She related that the nuns influenced 
the neighborhood children to annoy her after she left the parochial 
school, At the same time, however, she declared that the Catholic 
attendants and nurses treated her very well, but only because they 
did not know she had left the school. She definitely felt that she 
was mentally well, and should never have been hospitalized, Never- 
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theless, she showed no anger, and expressed no rancor. Instead 
she was rather calm and fatalistic about it all. 


Discussion* 


‘There are scattered through the English literature few cases of 
psychoses Involving all or most of the members of a family.! In 
all the cases, however, the material is exceedingly sketchy, so that 
only the most tentative conclusions can be drawn from them. The 
family history presented here, therefore, is given in great detail, 
with special emphasis placed on interpersonal relationships, and 
the manner in which individuals and social laws can affect people. 

The Carrington family operated as an “island culture.’ Silver- 
berg? applies this term to a group which lives in the midst of a so- 
ciety and vet manages to maintain habits and standards quite apart 
from it. Although each member of this family ventured from his 
‘island,’’ it was only as an alien into hostile territory. Ile always 
carried uppermost in his mind the teachings of his own group. 
Anne was the center and motivating force of this family culture. 
She established, enforced and judged its customs, laws, beliefs and 
behavior. It would seem necessary therefore to have a clear pic- 
ture of her before proceeding. Early in life she was insecure, un- 
loved and unloving. She later grew into a suspicious and hostile 
person who felt isolated and fearful in a world peopled with imag- 
ined enemies. Everyone and everything were potential threats to 
her safety. Consequently, life became a struggle in which she could 
only survive by escaping from or dominating others so that they 
could not harm her. 

Anne becaine a **mean’’ person with no redeeming or good quali- 
ties. She was aggressive, firm in her delusions, and insistent that 
the others believe her. Her **strength,’’ however, was only a sur- 
face manifestation which covered a basie fear and anxiety. In 
some ways, she was dependent upon her family. er reign de- 
pended on their slavish support and acquiescence. She needed 
them—to believe her sane, and to aid her in her general terror. 
She had, therefore, to keep them weak and under her control. With- 


*The writer wishes to express his personal appreciation to Bernard S. Robbins for his 
aid in pointing the direction of this discussion, 
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out their sustenance, Anne would have been completely alone and 
would have broken down long before. 

In the family situation which she created and maintained, such a 
person as Anne could be nothing but an evil force. She stifled all 
the healthy attitudes Cameron may have had, and prevented even 
their birth in her children. Instead of satisfying the human needs 
of her family, she distorted and destroyed them. In a rich and 
thought-provoking article Robbins* points out the very human need 
of people for each other, stating that **human interdependency is 
the major condition for the development of individual well-being.’’ 
Ile states, further, that the child’s demands are for human coopera- 
tion, and that, only with this, can he survive as a human being. 
Otherwise, he develops a fear of people, learns they are not to be 
depended upon, and develops techniques to assuage his fear. 

Understanding and cooperation were the last things that Anne, 
or anyone else, gave her children. Edith was caught in such a situ- 
ation that adopting her mother’s ideas was the only possible solu- 
tion for her. She was faced with the dilemma of either accepting 
Anne’s ideas or realizing Anne was psychotic. It was easier to do 
the former, for seeing her mother as mentally ill could only mean 
she herself would have to face the world of people she feared so. 
Anne was the fountain-head of Edith’s limited world, and Edith 
could not combat her mother’s ideational equipment. She had lost 
the ability to think independently under the ceaseless bombardment 
and destructive domination. Indeed, one might wonder if she ever 
had learned to value her own judgment—let alone judge. She never 
had had the opportunity to test her own decisions, never had re- 
ceived the stimulation and encouragement necessary for independ- 
ent thinking. Insight into her own value was killed at an early age, 
if indeed, it ever had had a beginning. From birth, Edith had been 
crippled as a freely-moving individual among other human beings. 
Normal emotional development was submerged to such a degree 
that the final distorted form emerged as a psychosis. 

All of this means that the psychoses in the children and husband 
were a consequence of markedly disturbed interpersonal relation- 

| ships. The distortion had its origin in the family constellation and 
remained there practically all the time. Outside influences of a 
healthier nature were restricted to so great a degree that counter- 
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balancing was impossible. One sees tremendous forces at play in 
this interpersonal situation, and they finally overwhelm the mem- 
bers. As the story unfolds, one cannot help but feel that the influ- 
ence of the mother will lead to disaster for those exposed to her. 
The magnitude of her injurious power, both in depth and duration, 
is a direct cause of the distorted ideas and emotions in the others. 
This is to say that the psychoses are sociogenetic rather than bio- 
genetic. 

Any attempt to study the individual as a separate entity——either 
unrelated to his fellow-humans, or as driven by innate forces di- 
vorced from these relationships—can have only sterile results. The 
vital forces at play in the relationship of humans to each other and 
the means used by man to satisfy the demands of his society are 
the clements that must be clarified for an understanding of people 
and their psychological difficulties. Sullivan* laid the groundwork 
for this point of view some years ago. In discussing schizophrenia, 
he declared **. . . cultural distortions provided by the home are of 
prime importance. We have not seen maladjustment which was 
without a foundation of erroneous attitudes which parents or their 
equivalents had thrust upon the child. We have found all sorts of 
maladjustments in the history of patients who suffered the grave 
psychosis, but regardless of vicious influences subsequently en- 
countered, the sufferer had acquired the tendency to such an illness 
while in the home situation. Interpersonal factors seem to be the 
effective elements in the psychiatry of schizophrenia. . . . Mental 
stress arises from societal relations, not from impersonal physical 
factors.’? Later he® stated, ‘*The student must secure the concept 
of the organism, but also of the human organism as living in indis- 
soluble continuity and communality with an environment physio- 
chemical and social and cultural.’’ These landmarks should be our 
point of departure for a proper orientation in psychiatry, 

In a consideration of this case the question of the psychosis of 
association or folie a deux, has a rightful place. Obviously, one is 
dealing with psychoses in which association played a major role. 
Whether it is a folie a trois or quatre is difficult to determine, be- 
eause of unfamiliarity with the son’s ideas before his death. How- 
ever, since the principal findings of the psychosis of association 
are present in this family, it can safely be said that we are faced 
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with this psychiatric entity. The features of folie a@ deux were 
dealt with in a recent survey” of the subject, and need not be cov- 
ered here in any detail, 

The subtype of folie a deux in the Carrington family is hardly 
as important as the clarity this case throws on the essential find- 
ings in the psychosis of association. Association of a rather long 
duration is the rule in these cases. Ilowever, it is not mere asso- 
elation itself, but a peculiar type of association. All the members 
of a family may be in close contact for many vears, vet often it is 
only two of the sisters or brothers, or only the mother and daugh- 
ter who become involved in the psychosis. In other words, some 
elements are present in the association besides the mere contact. 
A specific type of relationship obtains between the psychotic per- 
sons that ordinarily is absent. It seems that they become so neces- 
sary to each other that any solution is preferable to dissolution of 
the relauionship. A delicate balance is established so that the dis- 
turbance of one person upsets the other. It is as if the two were 
set on opposite sides of a scale. The overburdening of one quickly 
displaces the other, too. 

Asa rule, one of the persons involved is dominant, and the other 
submissive. This is true in the Carrington family. The dominant 
one seeins to be the stronger, and the submissive one the weaker 
individual. While this is partially true, it is not entirely an apt 
description, for the dominant person in some ways is very depend- 
ent upon the weaker for support in his psychotic beliefs. Tle needs 
the latter for satisfaction of his own necessities, just as the submis- 
sive one needs him to lean on. There is a balance set up between 
them, as with a scale. The dominant one does not support the 
other in the sense that a foundation supports a weak superstrue- 
ture, for a foundation may still stand when its superstructure is 
removed. The removal of the submissive person, however, will 
definitely injure the supposed **dominant*’ one. Although the two 
are dependent and interdependent, they cannot be singly self-suf- 
ficient. This is to say that they are in dire need of each other.* 

*In his article entitled ‘‘ Psychological Implications of the Male Homosexual Mar- 
riage,’’ Robbins points out in detail the interdependence of persons involved in a homo- 
sexual ‘*marriage.’’ He shows that the apparently strong and dominant one is greatly 
dependent upon the passive partner, who in turn, and in his own way, attempts to pos- 
sess the other. This paper is a valuable contribution to the subject of homosexuality, 


and a clear exposition of the dynamics operating in this particular type of interpersonal 
relationship. Publication is pending in The Psychoanalytic Review. 
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It is no wonder then that one person in such a relationship will 
adopt the other’s delusions. It is easier to believe the ‘*stronger”’ 
than to doubt; for to disbelieve is to cast suspicion upon the one 
who gives support. It is as if one removed the props from under 
himself, Further, disowning the ideas of the person to whom one is 
strongly attached weakens the bonds to that person. Doing this 
entails a great difficulty—if it is at all possible to do—tor the in- 
dividual must then either be left alone, or make new relationships. 
Both choices are bitter ones, The submissive person fears being 
alone, and dreads making new relationships. Accepting the dom- 
inant person’s ideas, although they are psychotic, is much easier, 
and means cementing and confirming the already existing relation- 
ship. The suspicions of others, which originally helped bring the 
two together and made it difficult to establish good relations with 
others, are thus justified. 

It is neither necessary to postulate libidinal attachments and 
indeimmification for such attachments (Oberndort® and Braude>), 
nor necessary to call upon the mythical, ubiquitous Oedipus-situa- 
tion for explanation (Coleman®). The adoption of the delusions 
by the submissive person becomes a dire necessity, or the only 
possible solution for him. It serves to maintain his only human 
relationship. To reject the delusions might mean complete isola- 
tion, personal disintegration, and surrender of the only human sup- 
port he has felt. Tf this individual could have established more 
normal relationships, he never would have developed one of mor- 
hid dependeney. The loss of the dominant one from the world of 
reality to that of psychosis would not make the dependent one feel 
so jeopardized that he prefers entering it with him to accepting the 
other as mentally ill. 

Writers have frequently stated that the submissive person iden- 
tifies himself with the dominant, or identifies the latter, and thereby 
himself, with a parent-image. This type of mechanical interpreta- 
tion tells us little of the personality of the individual, and less of 
the interpersonal relationship that exists between the involved per- 
sons, There are more vital and dynamic aspects. What one usu- 
ally sees is a weak, submissive, insecure and dependent individual, 
who cannot assert his own personality, clinging to an aggressive, 
positive and dominant person. The weak individual needs the lat- 
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ter for guidance, not because he once needed a parent to lead him in 
his helplessness as a child but only because he has been made a 
weak and uncertain person who can gain human dignity and indi- 
viduality only through another. Thus, one might say Edith identi- 
fies herself with her mother, without gaining any insight into her 
personality structure at all. If, however, one sees her as the de- 
pendent person she really was, who had to lean on a ‘‘stronger’’ 
one, then it is possible to see some of the interplay of personalities. 
One sees more readily the inevitable necessity that she lean on 
some one—in this case her mother—for guidance, even to the ex- 
tent of adopting delusional ideas. Thus, the mechanical **identifi- 
‘ation,’’ as it has been described, loses its distinctiveness. 

Many writers speak of the ‘‘transmission’’ of delusional ideas 
from one member of the entity to the other. However, it is not 
so much a matter of transmission of delusions and psychotic be- 
havior but rather that the **weaker’’ member must adopt or cannot 
do anything else but adopt the delusions of the dominant one. The 
fact that the dominant one also will sometimes adopt the delusions 
that the weaker one elaborates only emphasizes the need of the in- 
volved persons for each other. Seeing the ideas as adopted rather 
than transmitted is important. The latter term is derived from the 
organic tradition in medicine, and gives the impression that some- 
thing tangible is borne—as an organisin—between the two persons, 
without any active participation by the involved individuals. The 
recognition that the psychotic ideas and symptoms are adopted re- 
veals an active role by the participants. Thus, the mental illness 
is an active response to external forces and internal demands which 
take the form of ideas, attitudes and strivings. Finally, then, one 
sees the psychosis as a human response to distorted interpersonal 
and environmental relationships. 

Something may be said about the questions of heredity and en- 
vironment. Most writers reporting cases of folie a@ deux have 
stressed the hereditary factors. Finding blood relatives most fre- 
quently involved, psychiatrists—already steeped in the cultural tra- 
dition that mental illness is somehow an inherited and inevitable 
disease—quickly jumped to the conclusion that ‘‘inherited predis- 
position’? was the sole or main factor at fault. Thus, a multitude 
of factors could be overlooked and traditional thinking maintained. 
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It would be an easy matter, too, in the case of this family to stress 
the constitutional factors. For here, after all, are two children 
whose parents are psychotic. They really began life with a poor 
start, and there is not too much to wonder about. Nonetheless, 
Kdith and John were very healthy and bright as children. The 
functional psychosis developed. 

While this case does not entirely make the biologic approach in- 
valid, it does throw the importance of social factors and interper- 
sonal influences into sharp relief. Further, the cultural forces that 
produce distorted human relationships must also receive close 
scrutiny. The geneticist Jennings’ puts the problem nicely. In 
speaking of the environment, he says, ** The greatest difficulty about 
this is that bad living conditions often produce the same kind of 
results that bad genes do. So long as living conditions are bad we 
do not know what ills are due to poor genes. We must therefore 
correct bad living conditions not only for their directly beneficial 
effect but also for the sake of eugenics.’’? In answer to the argu- 
ment of **biological inferiority,’* Strecker” says, If the objection 
is raised that, after all, the human material it handles is inferior 
and tainted, then by way of reply psychiatry points out the exten- 
sive utilization of the devices of unreality in the everyday life pass- 
ing as normal, and the striking and massive unreality seeking of 
larger social groups . . . a civilization having many deficits, de- 
ficits in material distributions, in cultures, and otherwise, not only 
favors antisocial conduct but actually provokes it.’’ 

Benedict’ states ‘tany comprehensive program for the social eon- 
trol of mental health must take social factors into consideration. 
Without consideration of all contributing causes, the science of 
mental hygiene will remain incomplete, and psychiatry itsel! will 
he handicapped at one important frontier.’’ There are some social 
and cultural factors presented by this case that are worth men- 
tioning. The very presence of the dominating mother is a cultural 
factor. Horney’ points this out in these words: ‘*It is an indi- 
vidual fate, for example, to have a domineering or a ‘self-sacri- 
ficing’ mother, but it is only under definite cultural conditions that 
we find domineering or self-sacrificing mothers, and it is only be- 
cause of these existing conditions that such an experience will have 
an influenee on later life.’’ This means that dominant mothers, 


a 
| 
| 


324 THE CARRINGTON FAMILY? A STUDY ILLUSTRATING FOLIE A DEUX 


who stifle individual growth in their children, have not been, or 
need not be, present all the time. The particular culture is impor- 
tant to the incidence of mental illness. In her extensive, compara- 
tive studies of societies, Benedict has found some in which de- 
rangements are ‘very seldom encountered’? but which ‘positively 
foster mental health on a community-wide basis.’’ The way in 
which a mother regards and treats her child is a reflection of the 
way her society regards helpless individuals. Where helplessness 
is treated with ruthless and aggressive domination, there children 
will be treated similarly—rather than with human understanding 
and stimulation. When a society helps the helpless to be individ- 
ually strong, so that they may in turn aid the weak and the strong, 
that will be the attitude of a mother to her children. Then the dom- 
inant-submissive relation of mother and child will become one of 
interdependence and cooperation from which real human growth 
and freedom will result. 

Another social factor that stands out is the studied neglect by 
their society of the Carrington family. School authorities noted 
the personality difficulties of the children, and the adverse influence 
of the mother upon them. Social workers came and went, noting 
the same in voluminous records. Little else could be done. A so- 
cial inadequacy to the point of irresponsibility is apparent. A per- 
son with a contagious disease, dangerous to others, is quickly iso- 
lated and treated by our society. This is common and accepted 
custom for the organic diseases. We have been slow, however, to 
make this the common procedure with mental illnesses, despite the 
fact that they can be every bit as malignant in their social effects. 
There can be no doubt that early interference by some proper 
agency would have saved at least the two children, 


SuMMARY 

In this paper, it has been possible to examine minutely a specific 
family situation. The facts speak rather boldly for themselves. 
The mother and wile, Anne, is a dominating, aggressive and sad- 
isti¢ person with no redeeming good qualities. She crushes indi- 
vidual initiative and independent thinking in her husband, and 
prevents their inception in her children. The latter, particularly, 
are open to no counterbalancing, healthy social forces until late, 
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and then only sporadically and weakly. As a result, they are made 
inadequate and completely dependent upon their mother, who thus 
achieves her purpose. When faced with the dilemma of having to 
disheheve her or accept her as mentally diseased, they can only 
follow her into the realm of unreality. Their human identity has 
been so merged with Anne’s that it is impossible to break away 
from her without feeling completely isolated. Apparently, the chil- 
dren have struggled for some measure of human signifieance, and, 
unfortunately, can only achieve it through submergence to Anne, 
They cannot gain identity through normal, cooperative and human 
relationship. 

This family history highlights the value of examining interper- 
sonal relationships in mental illness. It helps prove that a psycho- 
sis Is a response to highly distorted human relationships. Mental 
illness does not grow out of something which les solely within the 
affected person, but is a result of the interplay of highly complex 
forces. The latter take the form of human and societal demands 
which the individual strives to fulfill. The life-experiences of an 
individual determine his personal attitudes, demands and strivings, 
and the manner in which he responds to other persons and new sit- 
uations. The mother, in this case, had such a distorting effect upon 
members of her family that their eventual responses to social in- 
fluences took a disturbed form, 

The findings in this family history indicate that we are dealing 
with examples of the psychosis of association. Many cases of folie 
a deur have been reported in the literature, but none in this detail. 
The writer’s purpose in so reporting has been to show the develop- 
ment of these psychoses from the point of view of interpersonal re- 
lations. The case is offered, further, to substantiate the thesis that 
mental illness is man’s active response to markedly disturbed hu- 
man relationships, and that in psychosis, sociogenesis rather than 
biogenesis is primary. 

Central Islip State Hospital 
Central Islip, 
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OBSERVATIONS ON ELECTRIC SHOCK TREATMENT 


BY KURT NUSSBAUM, M. D. 


Since its introduction in the treatment of psychoses by Cerletti 
and Bini, many reports and articles have been published on electric 
shock. This method of treatment has several obvious advantages 
which are generally agreed upon. It is cheap. It can be admin- 
istered with limited help within a short time, and many cases ean be 
treated concurrently, which may make it possible to continue it 
even in war time. The immediate dangers, at least, do not seem 
to be great, and the treatment in no way interferes with the pa- 
tient’s routine. Results are usually obtained quickly, if not always 
lastingly. The fear which patients show toward pharmacological 
shock therapy, particularly metrazol, is almost nonexistent. The 
enthusiasm which accompanied the introduction of electric shock 
treatment is now declining, and as in insulin and metrazol therapy, 
pessimistic views are frequently encountered regarding the per- 
manent value of the method. More facts remain to be known and 
investigated, and more vears of observation will be necessary be- 
fore a final evaluation of the treatment appears to be possible. 

The writer desires to contribute some of his own observations 
and impressions, gained at Buffalo State Hospital and in previous 
experiences. 

1. Pathological changes. Observation of pathological changes 
is treated with ruthless and aggressive domination, there children 
therapy which, of course, in itself constitutes a decided advantage 
in comparison to insulin and metrazol treatments, This makes elec- 
tric shock administration possible even in older persons with agi- 
tated depression as Hemphill and Walter’ first showed and in pa- 
tients who might not be physically fit for other forms of shock. 
Therefore, knowledge of pathological changes has been limited es- 
sentially to observation on brains of experimental animals and to 
electroencephalographic studies. The latter seem to indicate that 
wave changes usually return to normal within a relatively short 
time® and that permanent changes seem to be rare except in patients 
with an exceptionally large series of electrically induced convul- 
sions (Pacella, Barrera and Kalinowsky*). Alpers and Hughes* 
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found subarachnoid hemorrhages, usually of a mild degree but 
sometimes extensive, in the brains of 14 out of 30 cats treated with 
electrically-induced convulsions. They found hemorrhages in the 
brain substance in nine cats, usually of a punctate type but more ex- 
tensive in two instances. Naturally, they were unable to draw con- 
clusions as to whether similar changes might occur in) human 
brains. 

There seems to be no question that the vegetative nervous system, 
as represented in the frontal lobes is severely stimulated. Phis is 
shown by almost instantaneous pupillary and vasomotor reactions, 
oceasional erections and emissions of semen, and urinary incon- 
tinence. In this connection the case of a 42-vear-old woman with 
dementia preeox, observed and treated elsewhere than at Buffalo, 
is reealled. This patient showed slight initial improvement but 
soon reverted to her agitated and disturbed state. A few additional 
convulsions would quiet her down only temporarily. A total of 
more than 60 applications of electric shock was given; many of 
them brought petit mal responses. Treatment was then discon- 
tinued but the patient deteriorated rapidly, much more quickly than 
should have been expected from her mental state alone. | The 
woman, who had been in good physical condition, lost weight rap- 
idly until she was reduced to almost a skeleton, broke out in boils 
and abscesses which failed to respond to surgical treatment, and 
showed trophie changes of nearly all fingers and toes. She died 
within two months after termination of the treatment, having still 
been in fairly good condition at the time when the treatment was 
ended. A pathological examination of the brain would have been 
most interesting. A ease still being observed at Buffalo State 
Hospital is that of a 3t-vear-old woman with catatonic dementia 
preeox who was seclusive, hallueinated, disoriented, noisy and de- 
structive on admission. She received 12 applications of electric 
shock, six of which resulted in grand mal seizures. This patient, 
who had been in a fair state of nutrition on admission has hecome 
extremely emaciated. She still reveals the original mental changes, 
to which confusion has been added. She is now so weak that she 
must be cared for in bed most of the time. Nevertheless, there are 
no gross neurological changes. A paranoid dementia precox patient, 
male, aged 27, who had a previous admission on October 16, 1939, 
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and had shown excellent improvement after insulin, developed a 
typical catatonic episode and received 12 metrazol injections, given 
by a private physician, when he relapsed again. This time, he re- 
covered only partially and was readmitted on January 26, 1942. At 
the request of the family, he was treated with electric shock, which 
was discontinued after 14 applications, 11 of which resulted) in 
grand mal seizures. Toware the end of the treatment, the patient 
showed hebephrenic features, memory loss and confusion, About a 
week after the last treatment, he revealed very peculiar motor phe- 
nomena. Tle stared into space, then suddenly got up from his 
chair, thrashed his hands around in an aimless manner, walked 
toward the door, looked at it, appeared almost threatening to break 
the window pane and then went back to his chair. Apparently, he 
had amnesia for these events. During such seizures, he revealed 
choreiform movements of his arms and occasionally emitted a groan 
or other peculiar sounds, The impression was gained that there 
might be damage to the basal ganglia. In two or three weeks, these 
motor phenomena gradually disappeared, but the patient also has 
lost considerable weight and is in poor physical condition. Tt re- 
mains uncertain how much brain damage has been done and how 
much of it is due to electric shock treatment. Nothing definite can 
he stated about such cases until pathological observations of brain 
damage are available. It appears, however, that electrie shock is 
by no means a treatment to be taken lightly in its consequences, 
The similarity of eleetrically-induced grand mal and epileptic 
convulsions has been stressed by several authors. This similarity 
goes so far that even the initial ery and the so-called afterexcite- 
ment are observed in some of the cases. One of the writer’s pa- 
tients, a young man of 20, was distinguished by an exactly predict 
able form of afterexcitement after each grand mal seizure, during 
which he had to be held by six to eight persons. After nine appli- 
cations, seven of which resulted in complete seizures, the after- 
excitement became much milder. After the twelfth treatment, there 
was hardly any afterexcitement at all. The patient, who showed 
psychopathic features combined with some signs of catatonic im- 
pulsiveness seemed improved during the time of the last three 
grand mal seizures; but he has now again reverted, at least par 
tially, to his former assaultiveness, No reports have come to the 
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writer’s attention yet regarding a predisposition to epileptic seiz- 
ures following electric shock as has been reported after metrazol 
treatment. The writer has observed a 19-vear-old girl with cata- 
tonic dementia precox who developed seizures three months after 
mnetrazol treatment. It still remains a matter of speculation 
whether genuine epileptic convulsions might be modified by appli- 
cations of electric shock. 

I]. Technique. There seems to be no uniformity in applications 
of treatments. Hemphill and Walter’ feel that twice weekly is too 
infrequent. On the other hand Androp® advises induction of shock 
twice weekly, which seems to him more effective than more fre- 
quent administrations. The latter procedure has been followed at 
this hospital. 

The question whether the voltage or time should be increased if 
no grand mal response is obtained has been answered by Bini’ him- 
self who recommends a minimum of time and an increase of voltage 
instead. This is based upon his observation that in animals only 
long duration of the current proved to be dangerous, resulting in 
stoppage of the heart and respirations in experimental dogs, a phe- 
nomenon which he ascribes to stimulation of the vagus. The writ- 
er’s own observation with the Rahm Current Surge Recorder seems 
to indicate that the curve is flatter though longer on the recording 
chart, if the time is increased with corresponding reduction of volt- 
age, so that a comparatively higher voltage is necessary for the 
production of grand mal attacks. There were three patients who 
responded with grand mal seizures only after the time had been 
increased from .1 to .15 seconds, All other patients were uniformly 
treated for an interval of .1 seconds only. 

The writer’s experience has been like that of Kalinowsky et al.,* 
that grand mal convulsions are more effective therapeutically than 
petit mal responses. Most impressive has been the case of a 33- 
year-old male with catatonic dementia precox, who was mute, 
resistive, suicidal and assaultive prior to application of electric 
shock. The first nine treatments resulted in petit mal seizures only, 
with no improvement whatsoever. Then the time was increased to 
15 seconds; and the patient had four grand mal attacks, the last of 
which was delayed for 30 seconds and was even more severe than 
the other three. Marked improvement was almost immediate. The 
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man began talking freely, showed considerable insight into his con- 
dition and was paroled 10 days after his last treatment as much 
improved, It seems that while petit mal responses are not entirely 
without value, complete convulsions should be aimed for in the 
creat majority of cases. 

The question of reapplication of shock after a petit mal response 
has been determined at Buffalo State Hospital by the type of reae- 
tion, Discoloration, marked evanosis and dyspnea make it advis- 
able to forego another shock immediately following the first one. 
IIvperextension of the spine has been found to be most valuable 
in the prevention of fractures of the vertebral column. 

A valuable aid has been the recommendation of Brill and Wal- 
inowsky® regarding artificial respiration. Immediately following 
the seizure the patient’s arms are raised above the head, and arti- 
ficial respiration is started. The response of all patients, even of 
‘*noor breathers’? has been almost immediate and anxiety of the 
therapists was greatly relieved. This adjunct in therapy is warmly 
recommended for general use. 

The question of how many shocks should be administered re- 
mains unsolved. WKalinowsky’’ in his first communication recom- 
mends 30 applications at the rate of two weekly. It has seemed 
most advantageous to the writer and colleagues to start with the 
intention of giving a series of 12 treatments. A treatment ean al- 
wavs be discontinued if a remission is obtained before that number 
is reached or prolonged if improvement is not vet at its peak. On 
the other hand, if there has been no improvement with 12 grand 
mal seizures, there is little likelihood that it will ever oceur; and 
then the patient is spared needless damage to his brain. It should 
be emphasized that, in the writer’s experience, a second series of 
convulsions will not result in the same degree of improvement as a 
first course of treatment. The reason for this can only be specu- 
lated upon. 

II]. Resistance. The question of resistance is an interesting 
one. It seems to the writer that in addition to the electrical resist- 
ance offered by the structures interposed between the electrodes 
there is what might be called mental resistance. Patients who un- 
dergo the treatment willingly seem to require smaller voltage as a 
rule, regardless of size of head or meteorological conditions. One 
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patient, a male, a simple dementia precox case aged 19, who ae- 
tually submitted to the treatments willingly buat just had made up 
his mind that he wanted to see how much he could stand without 
getting a convulsion required a voltage of 125 to 130 volts for .1 
seconds before having a grand mal response. The women patients, 
who, as a rule, objected much more strenuously to the treatments 
than the men, almost uniformly required a higher voltage and two 
of them failed to have convulsive seizures, although the voltage 
was stepped up to the limit of the machine. Only after inerease in 
time anda disproportionately small decrease in voltage, were grand 
mal responses obtained, 

Mleetrode jelly was always rubbed in most carefully, in order to 
reduce resistance. The impression was gained that the measure- 
ment of resistance seemed to be of value only to ascertain that the 
optimum of contact had been established, 

There seemed to be certain days which might be called **shoek 
days’? when it seemed much easier to obtain almost uniform grand 
mal responses on all patients treated. On the other hand, a moist, 
rainy day with much humidity in the air seems to make it much 
more difficult to obtain complete responses, particularly from those 
patients who show higher resistance. This observation seems para- 
doxical, One would believe that the humidity would serve to de- 
crease resistance instead of increasing it. Yet, on further thought, 
this may not be paradoxical at all, because the forehead and other 
superficial structures interposed between the electrodes are natur- 
ally moist because perspiration is impeded on days of high humid- 
itv. On those days, results were improved materially by rubbing 
the forehead dry with a cloth and removing excess jelly carefully 
from about the electrodes immediately preceding the application of 
shock. Generally, it seemed necessary to apply a higher voltage on 
humid days, 

It was impressive to see that the size of the skulls of the patients 
did not seem to have any bearing upon the response to electric 
shock. Quite a few patients with large skulls responded with grand 
mal attacks to a much smaller voltage than some of the dolicho- 
cephalics with narrow foreheads. The writer always tried to place 
the electrodes as uniformly as possible following Kalinowsky,"’ so 
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the placing of these can hardly be a factor in determining the rea- 
sons for this difference in reaction. 

It has been mentioned that the resistance to treatment seems to 
increase with the duration of treatment,’ so that a larger voltage 
becomes necessary for obtaining grand mal seizures, In four or five 
out of 30 cases, this has not been found necessary at Butfalo State 
Hospital. Whenever a second series of convulsions was given, an 
increase in voltage was uniformly necessary. 

Another observation has been that delaved convulsions have 
been unusually severe, This seems to the writer something like the 
story of Sisyphus, who having pushed his rock almost to the top of 
the mountain with the very last ounce of lis strength, loses control 
of the rock which rolls down hill with unrestrained force. But the 
mechanism of delayed convulsions is still obscure. The writer has 
seen a severe convulsion two and one-half minutes after applica- 
tion of the shock. Therefore, as a rule, a second shock is never ap- 
plied after a petit mal response until it is certain that the patient 
has recovered from the first shock. Observation of the eves proves 
quite helpful. A glassy stare and conjugate deviation offer sug- 
gestive evidence that the electric stimulus has not vet worn off. 

IV. Therapeutic considerations. Observers of therapeutic ef- 
fects almost uniformly agree that best responses are obtained in 
the affective psychoses, particularly in involutional and manic-de- 
pressive cases, The writer had no manic-depressive patient in his 
series but can affirm the good response shown by involutional cases. 
The response in schizophrenics is usually regarded as poor. Never- 
theless, electric shock seems to be of value in deteriorated and un- 
tidy patients, some of whom respond to the extent that they make 
much better hospital adjustments, become clean and show more in- 
terest in their surroundings. If it is considered that this response 
may even be obtained in psychoses of long standing, the effort 
seems to be worth while, particularly because of rehef to the nurs- 
ing personnel. Of the schizophrenics, the catatonics show the best 
response but relapse frequently. It may be said that a schizo- 
phrenie who is agitated, depressed or assaultive, mute and a feed- 
ing problem, may at least show a favorable primary response, For 
this, the relatives frequently are grateful. 


| 

333 | 

| 

| 

| 

| 

| 


oot OBSERVATIONS ON ELECTRIC SHOCK TREATMENT 


In addition, electric shock frequently shortens the period of hos- 
pitalization. It opens an entering wedge for occupational and psy- 
chotherapy which would not be possible otherwise in some of those 
cases. It is quite surprising to see some of the retarded, mute and 
disinterested patients, after a few treatments, open up and show 
surprising insight into their catatonic states, their delusions and 
hallucinations. In this connection the case of a 26-year-old male, 
‘atatonic dementia precox patient is recalled. He was nearly mute, 
disinterested, seclusive and hallucinated on admission, After five 
grand mal seizures, he revealed an almost complete remission. [He 
then stated that he worried a great deal about his wife’s first ille- 
gitimate child—which she had before marrying him. He stated 
that at times he felt that he heard three voices, one high-pitched, 
one falsetto and one bass voice. They came on at different times, 
and he could not explain why they came. He also remembered that 
he heard voices and sounds like the tolling of bells. He now saw 
that all this was a sign of mental illness. He also explained why 
he stated at the height of his psychosis that he made his brother 
(a mental defective with congenital deat-mutisin) talk again. There 
was another patient on the ward whom the patient named, who 
looked a little like his brother. When this man started to talk, the 
patient had the delusion that he had made his own brother talk. 
Ile was perfectly willing to face the fact now that his brother, who 
can speak a few words only, will never be able to learn how to 
speak. Unfortunately, the patient had a relapse within a few days 
and had to return to the hospital. Ile appeared perplexed, con- 
fused and laughed in a silly manner. On the ward he mistook a pa- 
tient—-who had not had a haireut for a long time and looked like a 
picture of Christ—for Christ himself and genuflected in front of 
him, frequently trying to kiss him. He tried the same with an 
elderly bed patient whom he believed to be St. Joseph. Another 
series of treatments was started, consisting of 14 applications. This 
time he had seven petit mal and seven grand mal reactions. He 
again showed a remission but did not seem so well as after the first 
series of shock treatments. Nevertheless, he recovered from his 
delusions and hallucinations and now even ridiculed himself for 
the fact that he had knelt in front of other patients. He was again 
paroled, has made a very good adjustment with his family, after 


KURT NUSSBAUM, M, D. 330 


some initial difficulties, and is now steadily employed in a defense 
plant. 

It seems to be the consensus that paranoid delusions cannot be 
modified or removed by electric shock. As a matter of fact, in 
cases of paranoid dementia precox where the patient believes that 
an electrie machine is working on him or influencing his brain, these 
delusions may become even more fixed when the patient is shown 
‘*proot’’ of his contention by being subinitted to electrie shock. In 
such a case, it might be helpful to argue with a patient that it may 
be possible to drive out electricity with electricity; but the argu- 
ment will usually fall on deaf ears. In one of the writer’s cases, it 
actually was not possible even to start the treatments, because the 
patient, a male paranoid dementia precox case, aged 49, threatened 
to destroy the machine rather than take the treatment, believing 
that ‘ta Dutchman and an Englishman,’’ operating an electric ray, 
were the instigators of this newest plot against him. 

One frequently encounters the argument: ‘*How can vou judge 
the value of electric shock treatment if vou give the patient occu- 
pational and psychotherapy besides? How much of your improve- 
ment is due to one and how much to the other?’’? The reply should 
be that this question is not quite fair to the therapist and the pa- 
tient. Actually, comparison should be made between the patients 
receiving only occupational therapy and those receiving both elee- 
tric shock and occupational therapy. After all, nobody would want 
to deprive a patient of the best possible care. Many of the effects 
of both oceupational and psychotherapy are intangible and diffi- 
cult to evaluate. It seems that the electrie shock in its present 
state is an adjuvant rather than a treatment by itself, and if con- 
sidered such, it may still acquire a permanent place in our arma- 
mentarium. 

SumMMarRY 

1. The writer’s observations on electrie shock therapy are dis- 
cussed and correlated with reports in the literature. 

2. It seems probable that organic pathological changes are pro- 
duced by the treatment. This view is supported by observation of 
physiopathological changes following electric shock. Most of these 
changes are reversible, as shown electroencephalographic 
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studies* and clinical observation. It appears that electric shock is 
a severe stimulant to the vegetative nervous system. In at least 
two cases irreversible damage has been observed, while in another 
case transient signs suggestive of basal ganglia involvement were 
seen. In one of these cases, trophic changes were prominent, Un- 
fortunately, no pathological studies are available. 

3. The similarity of electrically induced grand mal convulsions 
with those of epilepsy is stressed, and there is speculation as to 
whether electric shock may create or modify an epileptic predis- 
position of the brain. 

4. Some points of the technique are considered. 

» In the writer’s experience, a second series of convulsions 
usually will not result in the same degree of improvement as a first 
course of treatment. 

6. It has been observed that most delayed convulsions are un- 
usually severe. 

7. Electrical and mental resistance to the treatment and the in- 
fluence of meteorological conditions on the resistance are discussed. 

S. Paranoid delusions are not influenced by clectrie shock. 

9 While electric shock should be apphed with caution, it has a 
definite therapeutic value and should be considered an adjuvant to 
occupational therapy and psychotherapy. 


Bulfalo State Hospital 
Buffalo, N.Y. 
REFERENCES 

1. Hemphill, R. E., and Walter, W. G.: J. Ment. Sci., 87:256, 1941, 

2. Fleming, G. W. T. H., Golla, F. L., and Walter, W. G.: Lancet, 2:1353, 1939. 

3. Pacella, B. L., Barrera, 8. E., and Kalinowsky, L: Arch. Neurol. and Psychiat., 
473567, 1942. 

4. Alpers, B. J., and Hughes, J.:) Arch. Neurol, and Psychiat., 47:385, 1942. 

5. Liebert, E.: J. A. M. A., 118:119, 1942. 

6. Androp, S.:  PsycHiatT. QUART., 15:738, 1941, 

7. Bini, L.: Rivista Sperimentales Di Freniatria, 64:2, 1940, and 64:4, 1941. 

8. Kalinowsky, L., Barrera, 8S. E., and Horwitz, W. A.: Am. J. Psychiat., 98:708, 
1942. 

9. Brill, H., and Kalinowsky, L.: Quart., 16:351, 1942, 

10. Kalinowsky, L.: Lancet, 2:1232, 1939. 


11. Kalinowsky, L., Bigelow, N., and Br-kates, P.: Psyceniar. Quart., 15:450, 1941. 


| 
| 
| 
| 
| 


EFFECTS OF AGE ON THE BELLEVUE INTELLIGENCE SCALES IN 
SCHIZOPHRENIC PATIENTS 


BY ARTHUR WELDER 


INTRODU¢ ‘TION 


Clinical psychologists have recently acquired in their armamen- 
tarium of test materials, an instrument to measure the intelligence 
of adult populations.’ Before the advent of the Bellevue Adult In- 
telligence Scale, examiners were inclined to use psychometric tools 
that were primarily standardized on children where the norms were 
applicable to voung groups. As was to be expected, the Bellevue 
scale achieved wide use with hospital and clinic patients. The 
availability of such an instrument for research purposes was fast 
to gain recognition in relation to problems which heretofore could 
not be investigated.*** Since the Bellevue seale is destined to en- 
joy much popularity among clinical deviates of the adult ages be 
they defective, psychotic, or otherwise aberrant, it will be necessary 
to interpret the test results in light of the deterioration evidenced. 
Studies by Babcock,’ Gilbert,” Miles,’ and more recently Wechsler’s 
“normal deterioration’? factor make any analysis of deterioration 
that can be ascribed to a syndrome proper, a most difficult task in- 
deed. These studies have shown that decrease in normal individ- 
uals in mental abilities because of age is to be expected. Therefore, 
in considering the impairment in mental functions due to schizo- 
phrenia, it becomes extremely Important to account for the age of 
the patient. 

The problem raised here concerns an attempt to study the psy- 
chometric findings of a group of young schizophrenic patients who 
have been equated for 1. Q. against normal subjects, a group of 
student nurses, of the same age level. An effort will be made to 
go one step further and investigate the psychometries of an older 
group of schizophrenics who have likewise been equated for 1, Q. to 
a group of normal subjects of the same age level. Thus, by holding 
age and I. Q. constant, what subtests can one expect to be useful 
to determine the pattern of the verbal and performance abilities in 
‘normals’? and in patients showing deterioration because of a psy- 
chotie disorder? Which subtests contribute to the global intelli- 
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gence, and in which shall the psychologist expect to find signs of 
malfunctioning in schizophrenic patients? Furthermore, do these 
subtests acquire added significance when the age of the patient is 
considered as well, or are other subtests pathognomonic of dete- 
rioration for such subjects that are studied herein? 

The Bellevue scale with its many subtest scores is a particularly 
useful tool for such an investigation, since it is possible to analyze 
the effects of the schizophrenia on the specific mental functions in- 
volved. Likewise, the subtest scores can be compared to each other, 
and the intertest variability within the group examined can also be 
ascertained. While it is generally known that the age factor in 
normal mental functioning plays a damaging role, and in schizo- 
phrenia the impairment to many abilities makes for deterioration 
also, the problem undertaken here endeavors to determine the tests 
that can actually show this deteriorative process, 


SUBJECTS 


The subjects of this study who comprise the psychotie groups 
were all patients at the Middletown State Hospital, Middletown, 
N.Y. There were two groups: the first consisting of 20 young 
schizophrenics, so diagnosed by a majority of the psychiatric staff ; 
their ages ranged from 16 to 28 vears with the mean at 23. These 
20 subjects were matched for [. Q., case for case, to a group of 20 
student nurses whose ages ranged from 17 to 23 with a mean age of 
21 vears. An older group of 30 schizophrenic patients whose mean 
age was 42 vears, approximately 19 years older than the first group 
of patients, was compared to a matched I. Q. group of normal sub- 
jects whose mean age was 40 vears; approximately 19 years the 
senior of the nurses. The ages of the older group of patients 
ranged from 31 to 49 years, while the normals ranged from 30 to 
49. All of the subjects were of the female sex. To determine the 
extent of the involvement of the schizophrenic processes upon the 
personality, an attempt was made to study the case histories for 
the age of onset. Since this material was lacking in many instances, 
the next best thing was to calculate the years of hospitalization for 
the two psychotic groups. The average number of years of hos- 
pitalization for the vounger group was one vear and three months, 
while the average for the older psychotics was two vears and seven 
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months. Nevertheless, the patients of both groups cooperated well, 
and standardized test procedures were adhered to in all cases. The 
distributions in I. Q.’s for the age groups, both patients and nor- 
mals, Were somewhat alike, since the range for the younger groups 
extended from I. Q. 78 to LQ. 120, and the mean I, Q. was 99; while 
the range for the older groups extended from [. Q. 76 to 1.Q. 132, 
and the mean I. Q. here was 100. 


Resvuits Discussion 
Table 1 shows the I. Q.’s for the separate scales of the Bellevue 
test and the full 1. Q.’s for both the psychotic and the normal 
croups. Although the full I. Q.’s are similar, the mean |. Q. for 
the verbal scale is 12 points higher than that for the performance 


Verbal Pert. Full 


Group No. IQ. Sigma 1.Q. Sigma 1.Q. Sigma 
Younger psychotics (16-28 years) 20 105 5.25 3 12.28 oo 14.83 
Younger normals (17-23 years).. 20 98 11.41 101 13.32 99 14.85 
Older psychoties (31-49 years)... 30 100 14.84 101 12.52 100 14.19 


Older normals (30-49 years)..... 30 98 1145 105 14.16 100 14.19 


= 


scale for the schizophrenics, and three points lower for the normal 
group; a difference which falls within the expected limits as sug- 
vested by Wechsler. Others than the writer’ * have found similar 
results in favor of the Verbal Ll. Q. for subjects with this disorder, 

It is of interest to note the different subtest patterns which oc- 
cur when the age factor is constant, and/or more important, when 
the resultant 1. Q.’s are equated. Table 2 shows the mean weighted 
scores for the two individual scales for the psychotic and the 


TABLE 2. MEAN WEIGHTED SCORES OF THE SEPARATE SCALES ror ALL Groups 


Group Verb. Perf. Full 
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matched normal groups. In the case of the younger and older nor- 
mal subjects, there exists a statistically significant difference in 
favor of their performance scores when compared to their schizo- 
phrenic partners (C. R.==2.4 for the former, C. R.=3.2 for the lat- 
ter). Furthermore, these mean standard scores agree with those 
quoted by Wechsler for the younger and older group of normals for 
each scale separately and also for the total score in his standardiza- 
tion population.’ The processes that become affected in the schizo- 
phrenic disturbances play a greater role on the performance or 
manipulative aspects of mental ability, and, as such, are found to 
register lower scores on the performance scale of the Bellevue. It 
is also evident that the significant differences on the majority of 
the subtests show the greater variability of the schizophrenic group, 
with more intertest variability. Inspection of Tables 3 and 4 shows 
that the various tests contribute different amounts to the total 
score, Thus, the Information, Comprehension, and Arithmetical 
Reasoning tests each contribute different amounts to the total ver- 
bal weighted score of their respective groups, while the contribu- 
tions by the older and younger subjects are similar in amounts. But 
this is by no means the case for the other subtests. For instance, 
analysis of the data will reveal a reliable critical ratio (4.2) to sub- 
stantiate a statistically reliable contribution made by the Digit 
Syimbol test to the whole psychometric patterning to differentiate 
between the performance of a schizophrenic and a normal indi- 
vidual on this particular test. This test not only contributes dif- 
ferent amounts to the total scores of the contrasted groups; but, 
for the schizophrenics, this test offers the lowest score to the total 
scale, and contributes the highest score to the normal psychometric. 
This reliable critical ratio is maintained (4.3) for the older subjects. 
Similar findings have been reported by Rabin® in his study and by 
Wechsler* in an investigation of alcoholics. 

The performance functions of the young schizophrenics as seen 
by their scores on the various subtests show a consistent decline in 
comparison to the normal subjects of similar age. The verbal 
scores show slight advantages in favor of the psychoties, on the 
Digit Span (memory span for digits) test. For the older schizo- 
phrenie subjects, not only is the Digit Symbol test difference sta- 
tistically reliable, but also the Objeet Assembly and the Pieture Ar- 
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rangement tests (C. R.=2.7 for O. A., C. R.=2.5 for P. A.). Also 
significant in the decline of the older patients is the falling off in the 
scores of the Block Designs and the Picture Completion tests. Thus, 
it is obvious that in the examination of older schizophrenic pa- 
tients more of the performance tests are significant in measuring 
the decline in mental functioning. Although it is understood that 
older persons usually do less well on performance than on verbal! 
tests, the differences among the schizophrenics under investigation 
here are greater than the loss to be expected from the age factor 
alone. The same condition exists for the Digit Span test as was 
found for the vounger group; this test appears slightly higher for 
older as well as for younger schizophrenic patients. A significant 
decline is seen to exist for the Comprehension test followed by the 
Information, Arithmetical Reasoning. and Similarities test in that 
order. It now becomes evident that the schizophrenic process 
shows progressive deterioration in mental functions as measured by 
verbal as well as by performance scale tests, and that the tests of 
the Bellevue that can be expected to pick up signs of this deteriora- 
tion are the Digit Symboi, Object Assembly, and the Pieture Ar- 
rangement tests, with possibly the Comprehension test. 

Now let us turn to the results and evaluate the differences be- 
tween the voung psychotics and the older psychotics. Differences 
in favor of the young patients are seven points for the full weighted 
score, three points for the performance weighted score, and five 
points for the verbal weighted score. The corresponding differ- 
ences for the normal population are one, two and two points re- 
spectively with all scores in favor of the younger group. There- 
fore, while the normals appear to show little weighted score dis- 
crepancy among themselves, the psychotics show greater differ- 
ences on the whole. 

It might be argued that much of the loss in these abilities of the 
older subjects is due to age. However, it has been indicated by the 
data that even with the age factor held constant, differences ap- 
pear. It has been these differences with which the author has been 
concerned. To what degree, normal deterioration contributes or 
influences the schizophrenic’s psyechometrie score is outside the 
scope of this paper. Those discrepancies that exist—at least for 
the subjects of this study—which are statistically significant have 
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been noted, and an attempt made to attribute them to the psy- 
chosis. 

It should be borne in mind by the reader that this investigator is 
quite aware that much significance in the subtest scores of the in- 
dividual case is sacrificed by such a treatment of the data as is ap- 
plied here. More significant and valid findings disclosing a more 
accurate picture of the effects of schizophrenic deterioration could 
be had by treating the data in a more direct fashion, case by case. 
llowever, sacrificing large numbers of subjects for more homogen- 
ous groupings that have been equated for sex, age level and 1. Q. 
ix one point in methodology which is offered by the author to his 
more critical readers, A second paper has been planned which will 
attempt a pattern analysis study—atter the method suggested by 
Wechsler in his second edition—for each case used here, in order to 
determine whether the tests that have been found to be significant, 
remain so even after a more direct procedure has been employed. 


ConcLusions 

1. The Bellevue Intelligence Seale tests were given to two groups 
of 20 and 30 schizophrenic patients with each group matched for 
sex, age and I. Q. to normal subjects. There was approximately 
19 vears difference in age between the younger groups of .20 sub- 
jects each and the older groups of 30 each. It was, therefore, pos- 
sible to compare the patients to their matched normals and to study 
the younger patients in conjunction with the older patients with 
reference to traces of deterioration. 

2. Although full I. Q.’s are similar, the patients” verbal L. Q.’s 
are higher on the whole than the performance L. Q.’s, while slight 
differences are found in favor of the performance I. Q.’s for the 
normal subjects. These differences are not so exaggerated for the 
older population as is evident for the younger subjects. 

o. For the younger group of subjects, the Digit Svmbol test dis- 
criminates between the schizophrenic and the normal groups, oc- 
cupying the lowest place in the former category but contributing 
the highest score to the latter. 

4. For the older subjects, the Digit Svmbol test, the Object As- 
sembly, and the Picture Arrangement tests are statistically signifi- 
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cantly different as between the patients 
metric test results. 

». More subtests of the Bellevue Scale can detect with reliabil- 
ity the deterioration that shows itself in schizophrenia among the 
older patients, and these differ significantly from normals with 
respect to certain functions. 


and the normals’ psychio- 


ADDENDUM 

Since this paper was written, an article has appeared in which 
the author also raises the question of chronological age.” The 
writer of the present study feels that a discussion of a few items 
here is warranted, 

Magaret points out the relative superiority and inferiority of 
schizophrenic patients on subtests of the Bellevue Intelligence 
Seale. Sinee, both she and Rabin* refer to the ranking method to 
disclose those tests with which the schizophrenic patient does well, 


TABLE 5. MEAN RANK ORDER RATINGS FOR SCHIZOPHRENIC PATIENTS OF DIFFERENT AGES 


Investigator and Age Groups 


Rabin Weider Magaret Weider 


Subtest 18-25 16-28 30-40 31-49 
Picture Arrangement. 4 8.5 9 
Object: Assembly 10 9 2 


Table 5 has been prepared to show what agreement exists be- 
tween the ranks of these two investigators and the present data. 
An examination of the table shows their ranks and the ranks result- 
ing from the data studied here in which the age factor has been con- 
sidered. [It can be seen that the present writer’s results agree with 
Magaret in pointing out the superiority of the schizophrenies with 
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the Information test and the inferiority of these subjects with the 
Digit Symbol test. While the ranks give evidence of difficulty for 
older patients on the Picture Arrangement test, they also reveal 
that the vounger subjects can deal adequately with this material. 
Rabin’s study presents similar conclusions. 

This paper shows the low ranks achieved in the Arithmetic test 
by both the vounger and older schizophrenics and thereby confirms 
Wechsler and Magaret, who both disagree with Rabin. lLlowever, 
the results furnish the necessary data that Magaret calls for to 
settle the question of the Comprehension test. Contrary to her 
findings, the data offered from this investigation shows the supe- 
riority of scores on the Comprehension test and the relative infe- 
riority in scores on the Object Assembly test. Since the results 
lead to similar conclusions for the younger patients and for the 
older groups, the discrepancies between Magaret and other investi- 
gators cannot be related to the factor of chronological age of the 
schizophrenics. The reasons for these disparities must be sought 
elsewhere, 

One might speculate that the types of schizophrenia, which have 
been uncontrolled in these studies, are influencing the differences 
obtained in the test scores as witnessed by these divergent ranks. 
As the svinptomatology, the thought content, and the schizophrenic 
verbalizations produced by these patients are so varied as to re- 
quire a typology, it is indeed not too much to presume at all, that 
the psychometric profiles and test patterns will be different for 
each type! What seems to be necessary to aequire a reliable an- 
swer to schizophrenie functioning on an intelligence scale, is first a 
comparison of each type of schizophrenia separately and a normal 
population wherein care has also been taken to control the age fac- 
tor, and then possibly a comparative study of the types of schizo- 
phrenia with each other. These preliminary studies have been in- 
strumental in pointing to this need. 
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CONSIDERATIONS OF THE CONTINUED TREATMENT SERVICE 
BY LUCY D. OZARIN, M. D. 

A 1987 census showed there were 452,131 resident patients in 
public and private mental hospitals in the United States.’ One- 
half of the patients who enter a mental institution die there, and 
their average stay is six to seven vears.’. The annual admission 
rate, if New York State is taken as an example, is increasing.’ It 
therefore follows that the number of continued treatment patients 
will also increase since the average recovery rate in mental hos- 
pitals is between 15 and 18 per cent... The group of patients re- 
quiring continued treatment is the largest group in the institu- 
tional setup. 

What of their care?) The senile and sclerotic groups are not in- 
cluded in this discussion, as their problems are peculiar to them. 
sut there are large numbers of young and middle-aged patients 
who are hospitalized indefinitely. The treatment of chronic pa- 
tients differs from the treatment accorded the acutely ill psy- 
chotie patient, just as the slow, long-term treatment of tubereulo- 
sis differs from the rapid, almost specific treatment of pneumonia. 
ach has its own problems and therapies. 

This is an age of dynamic therapies. Most are aimed at, the ill- 
nesses of brief duration, because the best results are obtained in 
this group. But despite the constant research and progress in 
treating the psychoses of recent origin, there is an inexorable 
march to increase the ranks of the chronically ill. 

The treatment of chronic mental patients can also be dynamic, 
but results are seen over periods of months and vears rather than 
ina few weeks. This treatment entails the planning of a long-term 
program. It means firm adherence to and perseverence in this 
program. It means the close collaboration and cooperation of 
physicians and nurses, attendants, social workers and occupational 
therapists. It means the total integration of their efforts. 

OccuPATION 
The basis of the program is occupation. Occupation teaches rou- 


tine, concentration, perseverance at a task—-those habits which are 
essential to successful living. 
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The following program was initiated and carried out ona female 
service at the Gowanda State Homeopathic Hospital. It is equally 
applicable to and easily modified to fit a male service. 

The patients are classified into several common groups, and oc- 
cupations are suited to their needs and abilities. Members of de- 
teriorated, inaccessible groups— one of these classifications—imust 
be trained in the fundamentals of social living from which they 
have regressed. Toilet and eating habits need to be corrected. 
Training is along the same lines accorded infants, by conditioned 
reflexes, If the patient receives breakfast and then is taken to the 
water section day after day, he will come to form an association 
between the two events. If an exercise class is held, and then he 
is taken to the section again, another association forms, and so on 
through the day. A constant repetition of daily routine will grad- 
ually train the patient to adhere to it. It will mean a fuller exist- 
ence for the patient and an easier patient to care for. 

At the Gowanda State Homeopathic Hospital a group of about 
80 participate in this deteriorated class. There are some patients 
who are so deteriorated or disturbed that they do not take part. 
But, gradually, even this group is being added. The features of 
this program are a one-hour exercise class in the morning and a 
two-hour crafts class followed by a half-hour exercise class in the 
afternoon. It is surprising how well the patients cooperate in ex- 
ercise class. They march to phonograph music, bend under or hop 
over an obstacle, do simple setting-up exercises and throw a ball. 
In the erafts class the work is of a simple nature. Some embroider 
or sew, but many merely ravel burlap. A ball of burlap earried 
during the day, however, may occupy a destructive patient suffi- 
ciently to spare clothes and bed linen. The patients are taken on 
special trips to the toilets after each class. The eating habits also 
receive attention. Meal times are long enough so that the patients 
need not bolt their food. They must sit at the table until excused. 

The results of the program in this group have been unspectacular 
but evident. The patients are quieter. There has been a lessening 
of untidiness and destructiveness. The incidence of skin infec- 
tions has been reduced. Swollen, evanotice fect due to vascular and 
Ivmphatie stasis are seen infrequently because activity improves 
cireulation. The attitude of the emplovees has changed. Instead of 
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engaging in uninterested custodial care, they feel they are actually 
doing constructive therapy. 

The group in this occupational program at Gowanda 
consists of those patients who are moderately disturbed and de 
teriorated but who are clean, not destructive and have some con- 
tact with their environment. This group must be kept from apathy 
and mischief. Its members’ hold on reality must be maintained 
and strengthened, Tlere the principles of exercise and occupation 
are also followed. There is a two-hour sewing and cratt class in 
the morning, followed by an hour walk outdoors. During inclement 
weather, a library hour may be substituted for the walk. In the 
afternoon, there is another two-hour craft class. This group is 
capable of longer working hours than the preceding group. From 
this class also are recruited the summer workers who pick crops 
and do light farm work. A small number can be trained for indus- 
try, that is, for work in the peeling room, sewing room or kitchens. 
They can also be trained in ward work as polishing floors, cleaning, 
washing dishes, or sorting linen. A constant effort is made to pro- 
mote the patient from occupational therapy to industry. The for- 
mer is used to prepare and train the patient for the latter. 

The third group of patients includes those whose personalities 
are well preserved, who have suffered little deterioration, are in 
good contact, interested in their environment and take advantage of 
its benefits. This group is alinost entirely occupied in industry or 
productive work of some kind. Members work in employees’ resi- 


denees and dining rooms, the sewing room, doctors’ homes and 
hospital offices. Most of the work is of a housekeeping nature. 
Those patients qualified by education or training assume duties in 
the hbrary or help in typing as in the training school. The pa- 
tients are encouraged to assume responsibility. If a patient is sue- 
cessful in his work at the hospital, he has a better chance to sue- 
ceed when he leaves the hospital. There must be constant encour- 
agement and interest in the individual patient. The physician and 
other employees must be ever alert to the patients’ conditions. A 
change of occupation may be beneficial. At tines a brief vacation 
from work and a stay in ©. 'T. class is helpful. By these methods, 
a satisfactory relationship will arise among physician, patient and 
employees, 
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This program for training and employing patients is sketchy. In 
these war days when personnel and materials are limited, it must 
he so. Yet the program discussed here is one which can be man- 
aged with a minimum of personnel and still leave an impression 
upon the patients and employees that therapy is being carried on. 
It is a basic type of program that can be added to and improved 
upon. 

AND NUTRITION 

The average age at death in the mental hospitals is higher than 
for the general population of the same age groups. In New York 
State institutions, the average age is 65.3 vears. In Gowanda State 
Homeopathic Hospital, it is 73 years. This last figure is better than 
the average life expectancy on the outside. But it may be remem- 
bered that the institutional patient is spared the stresses of the out- 
side world and is under constant supervision. Routine physical ex- 
aminations are given at definite intervals. Remediable conditions 
are corrected, Acute illnesses are seen and treated early. 

The problem of tuberculosis is especially prominent. Its inci- 
dence and mortality are higher than among the general population. 
Various reasons have been advanced for this. Members of the 
large group of schizophrenic patients are predominantly of an as- 
thenic habitus. The deteriorated patients are apathetic and have 
little exercise, a condition favoring small lung expansion. Many 
patients suffer gradual declines in physical health whieh render 
them susceptible to tuberculosis. Employee and patient carriers 
must be searched for and eliminated or segregated. The tubercu- 
lar patients need active physical treatment along modern sana- 
torium lines. 


The case of luetic patients may also be mentioned. They must 
not be forgotten after a single course of arsenical treatment or 
malaria. Periodic cheek of blood and spinal fluid is necessary, with 
additional treatment given where indicated. 

The question of diet is intimately linked with the problem of 
health. It is also concerned with the contentment of the patient. 
A well-fed patient who receives carefully prepared and selected 
meals will be easier to work with and better natured. A complain- 
ing, disgruntled patient will not be very cooperative to routine. 
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The way to a patient’s heart also is through his stomach. Hospital 
hudgets are small, and the amount expended a day for a patient’s 
food is often about 25 cents. Not much can be given for that 
amount. But an effort can be made to vary the diet and to serve 
well-cooked meals with both visual and gustatory appeal. If meals 
are sufficiently appetizing, there will be little waste. Acceptable 
serving will also help socialize the patient. 

The subject of vitamins is ubiquitous and applicable to this dis- 
cussion. Because of the economical budgets of the State hospitals, 
the variety of foods served is limited. The tendency is to serve 
starchy meals. Beans, bread, potatoes and cornstarch pudding, 
while filling, certainly do not constitute a well-rounded diet. The 
writer has seen several cases of a pellagra-like dermatitis of the 
hands which responded readily to vitamin B therapy. Oral exam- 
inations will often show spongy soft gums and smooth tongues. It 
is the water-soluble vitamins which appear especially deficient in 
the average hospital diet. The hospital chet or dietitian should be 
trained in nutrition as well as cookery. 


SHocK THERAPIES 

The consensus is that shock therapies are of greatest value in the 
illnesses of recent origin. Yet they can be used with benefit in cer- 
tain selected cases of long standing. Electrie and metrazol shock 
therapies as well as ambulatory insulin therapy have been used 
with a fair measure of success in Gowanda State Homeopathic 
Hospital. The indications for treatment must be evaluated. Some 
patients may have missed treatment or have been treated previ- 
ously without success. The appearance of a stupor or deep de- 
pression in a patient who previously made an adequate hospital ad- 
justment may be an indication for shock treatinent. In the writer’s 
experience, a catatonic dementia precox patient whose family re- 
fused treatment for two years finally received metrazol therapy 
with resultant prompt recovery. A woman with an involutional 
melancholia who did not maintain improvement under metrazol did 
so a year later under electric shock. Several schizophrenics who 
suddenly began to refuse food had their appetites restored after 
brief courses of metrazol or electric shock. If the cases are se- 
lected carefully, it is worth while to use these therapies on con- 
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tinued treatment patients. Even though recovery may not occur 
and indeed, is not expected, Improvement will make for better hos- 
pital adjustment. Also, there will be better relationship among a 
patient, his family and the hospital, with the knowledge that con- 
stant efforts are being made in the patient’s behalf. 

The ambulatory insulin therapy seems especially applicable to 
a continued treatment service, This therapy is given in the usual 
manner previously described. It rarely is followed by a remission, 
but it does exert a beneficial physiological and psychological effect. 
Weight gain is especially important, and frequently this therapy is 
prescribed for this reason alone. It constitutes an excellent method 
of increasing a patient’s food intake; and the insulin, further, in- 
creases appetite and the utilization of sugar by the body. The 
treatments can be carried out with the usual ward help. The in- 
sulin is given by a nurse, and the attendants are readily trained 
to watch the patients. Rarely do the patients sink into coma. The 
treatments are given with little disturbance to the usual ward rou- 
tine. The weight gain has ranged from five to 25 pounds. From a 
psychological aspect, it appears to render the patient more amen- 
able to psychotherapy. Agitated patients are quieter and obtain 
needed rest during the three hours of hypoglycemia. The in- 
creased feeling of well being due to weight gain makes the de- 
pressed and inaccessible patient respond more easily to his en- 
Viromment, 

These therapies on a limited seale can be used on a chronic serv- 
ice without disrupting the daily routine or requiring more person- 
nel. Keeping the patient in lis usual surroundings spares him the 
need to adjust to a new ward. But to apply shock therapy wisely 
and with greatest benefit, the physician must be in close contact 
with his patients and alert to their changing behavior. 


THe PerSONNEL SITUATION 


The supervision and care of the chronic patient is usually placed 
in the hands of attendants. The supervisor may be a nurse, or 
there may be nurses on a few wards for one or two shifts; but, for 
the most part, the attendants direct the daily life of the patient. 
The hospital administrators are, therefore, charged with the im- 
portant task of carefully selecting the men and women employed 
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and then training them properly for their jobs. Where civil serv- 
ice regulations exist, the administrators may retain the right to 
drop those who are unable to fulfill their duties satisfactorily. 

The attendant acts as a mother or father substitute to the pa- 
tients. Ile or she tells the patients what or what not to do, extends 
or revokes privileges and, in general, directs the daily life. It is 
easy to realize the heinous effects that can be produced by misman- 
agement of this authority, especially on individuals whose intel- 
lectual and emotional reactions are distorted. All the therapeutic 
efforts of the physician may be nullified. 

The personality of the attendant should include kindliness, toler- 
ance, understanding and sympathy; and no less important are firm- 
ness and a willingness to do hard work, often of a menial nature. 

On the other hand, the hospital owes something to the attendant. 
The physical health of the employee needs to be guarded. Tuber- 
culosis, contagious syphilis and communicable diseases among the 
patients should be handled with adequate facilities, so that the at- 
tendant is protected. There should be adequate coverage of dis- 
turbed wards, so that employees are not attacked or injured. The 
hospital has the responsibility of training the attendants in how to 
fulfill their duties. Because of low salaries, the attendants are usu- 
ally inexperienced. They need training in the physical care of the 
patients as well as in hospital housekeeping. It is useful to give a 
brief course in mental hygiene so that they may better understand 
and appreciate the scope of their labors. At all times there must 
exist a cooperative relationship between attendants and physician. 
Mach should be willing to listen to the observations and requests of 
the other. 

CONCLUSIONS 

1. Statistics show that the continued treatment group of pa- 
tients is the largest group in the mental hospital and is increasing 
continuously.* 

2. Adequate provisions must be made for their care. 
». A program of suitable dynamic therapy rather than custodial 
‘are is possible. 

“There has been a recent slight decrease in New York State hospital population, but 

it has been much too small to affect this discussion materially. 
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4. The roles of occupation, industry, health, diet and shock ther- 
apy are discussed, 

® The selection and training of attendants is necessary to fur- 
ther the program successfully. 

6. The effects of such a program will be beneficial to patient, 
hospital and community. 


CGowanda State Homeopathie Hospital 
Hlelmuth, 
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INDICATIONS AND RESULTS OF ELECTRIC SHOCK THERAPY 
IN MENTAL DISORDERS 


BY LEON REZNIKOFFP, M. D. 


Introduction of electric shock in the treatinent of mental disor- 
ders by Cerletti and Bini’? attracted rapid attention in psychia- 
tric hospitals all over the world and aroused great interest among 
psychiatrists as to the value of this method. It must be consid- 
ered that by the time electric shock therapy was introduced in the 
mental hospitals of this country there were two other methods of 
shock therapy widely used. Both insulin and metrazol have their 
advocates and opponents: and while the therapeutic value of these 
inethods, the duration of remissions, possible complications and 
eventual damage to the brain tissue are still being studied inten- 
sively and are far from being settled, attention was drawn to the 
new method. 


The literature on the two older methods is so voluminous that 
it would be futile to attempt in this paper to review even a small 
fraction of it. From the writer’s own experience and from some 
of the reports, it is apparent that better results are obtained with 
insulin shock in schizophrenia and with metrazol convulsive ther- 
apy in involutional melancholia, in the depressive phase of the 
manic-depressive psychosis and in agitated depressions. Mute, 
negativistic and resistive, catatonic patients also seem to react fa- 
vorably, although more often only temporarily to metrazol ther- 
apy. Both methods have certain drawbacks. Insulin, as is well 
known, requires extremely large nursing and medical personnel 
Which is not always available in large public institutions. The chief 
objection to metrazol consists of the extreme fear of the patients 
of this method of treatment and fairly frequent fractures, espe- 
cially those of the spine. 

Kalinowsky and others,* °° in citing the advantages of electric 
shock, pointed out that they consist of immediate loss of conscious- 
ness, painless shock and complete amnesia, together with lack of 
discomfort following treatment. 

This presentation deals with results obtained in the treatment 
with electrie shock of the first T0 psychotic patients to be so treated 
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at the Hudson County Hospital for Mental Diseases, Secaucus, 
N. J. In this group, there were 56 schizophrenic patients, five suf- 
fering from involutional melancholia and nine with the diagnosis 
of manic-depressive psychosis. 

Iivery patient selected for this treatment was presented at staff 
conterence prior to the beginning of treatment and after comple- 
tion, to evaluate as accurately as possible the changes that took 
place. This helped to avoid dependence on the impression of in- 
dividual physicians, 

All patients were submitted to preliminary careful checkup which 
consisted of complete physical and neurological examinations, 
roentgenogram of chest, electrocardiographic test, examination of 
the blood and other tests that might be indicated. Patients suffer- 
ing from heart disease, tuberculosis, bone disease and advanced 
arteriosclerosis were considered unsuitable for this treatment. In 
the beginning all newly-admitted schizophrenic patients and some 
who were hospitalized for a year or two were submitted to this 
treatment, but at the present time it is preferred to eliminate schiz- 
ophrenic patients who have been suffering from the psychosis 
longer than five vears and whe show any signs of deterioration, 
since the writer and colleagues are convinced that electric shock 
is useless in these cases, except for modifying the patient’s be- 
havior and making him a better institutional patient—and then 
only temporarily. 

Klectrie shock therapy* consists of inducing convulsive seizures 
of both petit mal and grand mal types, and intermediate reactions. 
Treatment is given three times a week, and the usual method, which 
has been described in many papers and need not be repeated here, 
was employed. Resistance was measured before treatment was 
given, but from the writer’s observation it is of no practical value, 
since the dose of voltage used is not indicated by resistance, but is 
determined by experience with each individual patient. It is usual 
to start with 70 or 80 volts and gradually raise the dose by five or 
10 volts if a grand mal seizure is not produced, until a maximum 
of 150 volts is reached. Ina few cases, duration of the current had 
to be increased from 0.1 of a second to 0.15 of a seeond. If an in- 


*The electric shock machine manufactured by Rham Instruments, Inc., was employed 
in this work, 
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complete reaction is produced, the writer repeats the treatment ina 
few minutes; and, on many occasions, the treatment has been re- 
peated three times in the same morning without producing any 
untoward effects. There was no patient in whom it was impossible 
to produce a generalized convulsive seizure. 

In one catatonic patient, instead of grand mal convulsions, two 
petit mals were produced on each treatment day until a course of 
20 petit mal reactions on 10 treatment days was completed with 
slight effect. She was then placed on the regular treatment, with 
grand mal seizures, and after 10 treatments showed moderate im- 
provement. In another patient, a manic, attempts to treat with 
petit mal reactions also produced only slight effect; and when 
therapy was switched to grand mal convulsions, the patient 
achieved complete remission after three seizures. 

Blood pressure was taken before the treatment, immediately 
after the seizure, and a half hour after treatment was given. There 
was a marked rise in the systolic blood pressure and a drop in the 
diastole, thus increasing the pulse pressure, immediately after the 
treatment. Thirty minutes after treatment was completed, the 
blood pressure returned to normal. Electrocardiographic studies 
were made before the treatment was started and at the completion 
of the entire course of treatment and will be reported in another 
communication, 

The 70 patients received 1,333 electric shocks, of which 819 re- 
sulted in grand mal seizures. On the average, each schizophrenic 
patient had 12 grand mal seizures; manic-depressive and involu- 
tional melancholia patients required on the average only eight 
grand mal seizures. Some of the patients had only five grand mal 
attacks. None was allowed to have more than 15 grand mal seiz- 
ures in one course of treatment. Eleven patients had two courses 
of treatment, since the writer preferred to give a rest of two or 
three months to a patient rather than to give more than 15 seizures, 
because of reports in the literature of persisting abnormal brain 
waves found in patients who received more than 12 grand mal 
seizures. 

Of the 70 patients, there were 44 females and 26 males. The 
youngest was 15, the oldest 55. Most of the patients gained weight 
and a few lost. It was noticed that the patients who lost weight 
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during the treatment did not improve. On the average, there was a 
gain in weight of seven pounds. 
The schizophrenic group was divided as follows: 


Patients 


Of the nine patients with the diagnosis of manic-depressive psy- 
chosis, six were of the depressive type; and of the remaining three, 
one was manic, one hypomanic and one of the circular type. 

Duration of psychosis varied in the schizophrenie group from 
one and one-half months to 10 vears, the average being 28 months. 
In the involutional melancholia and manic-depressive groups, the 
shortest duration was also one and one-half months and the long- 
est duration about 10 and one-half years, the average being 22 and 
one-half months. 

Of the 56 schizophrenie patients, seven patients had been previ- 
ously treated with insulin shock, five with metrazol and one with 
both insulin and metrazol; they either did not improve with these 
therapies or relapsed and were returned to the hospital. Of these 
13 patients, only one improved with eleetrie shock. 

In the group of 56 schizophrenic patients as a whole, 17 were 
¢lassified as improved or in remission and 39 unimproved, in other 
words there were 70 per cent who did not improve. 

Table 1 gives results for each type of schizophrenia according 
to the duration of psychosis. 

TABLE 1. RESULTS OF TREATMENT ACCORDING TO TYPE OF SCHIZOPHRENIA AND 
DURATION OF PSYCHOSIS 


Catatonie type Paranoid type Hebephrenie type Simple type 
2 8 2 3 8 & 


Unimproved .... 4 
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When this group is subdivided according to duration of psycho- 
sis, it is seen that no one improved who was mentally ill longer 
than five years; and, of 11 patients ill from two to five years, only 
two were classified as improved. As the duration of psychosis be- 
comes shorter, the number of improved patients is larger; so that, 
in the group of 18 patients who had been ill from six months to two 
years, five improved or achieved remission, while in the group of 17 
patients under six months about 60 per cent were improved or 
achieved remission. 

When the same results are analyzed as to the type of schizo- 
phrenia, one sees that, out of 16 catatonic patients, five improved 
or achieved remission and 11 did not improve. In the paranoid 
group, nine achieved remission or improved and 21 did not im- 
prove. Of nine hebephrenic patients, two improved and one 
achieved remission, It is noted that those three patients in the 
hebephrenie group who improved were ill less than six months. 

In other words, it may be definitely stated that the shorter the 
duration of schizophrenic psychosis, the better are the results ob- 
tained with electric shock, just as is the case with other therapies; 
that the longer the duration of psychosis, the less possibility there 
is for improvement; and that treatment with electrie shock for 
schizophrenic patients ill longer than five vears is practically use- 
less except for hope to improve their behavior and to make them 
better and more cooperative institutional patients. The number of 
improved schizophrenic patients was considerably larger imme- 
diately after completion of treatment; but relapses, especially in 
the catatonic group, were frequent; and, therefore, in the final 
evaluation the patients who improved at the end of treatment, but 
relapsed a few weeks or months later were classified as unim- 
proved. When this paper was prepared two to 10 months had 
elapsed since completion of treatment. 

Table 2 shows results obtained in the manic-depressive psychosis 
and the involutional melancholia groups. 

Of the nine patients suffering from the manic-depressive psycho- 
Sis, six achieved complete remission, and three were not improved. 
Of the five involutional melancholia patients, only one did not im- 
prove; two improved; and two achieved complete remission. It is 
interesting to note that one of the improved involutional melan- 
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TABLE 2. RESULTS OF TREATMENT IN MANIC-DEPKESSIVE AND LNVOLUTIONAL 
MELANCHOLIA GROUPS 


Duration of Result 

Name Age Sex Diagnosis psychosis Complications 

W.C. 40 M M. D., dep. 164% mos. Remission None 

W.S 33 F M.D., dep. 21 mos. Unimproved None 

Pra 36 M M. D., dep. 414 mos. Remission None 

J.F. 31 M M. D., dep. 9 mos. Unimproved None 

1 | 33 F M. D., dep. 91 mos. Remission Dislocation of jaw 
with spontaneous 
reduction 

J.8. 22 M M. D., dep. 1514 mos. Remission None 

H.D. 24 F M. D., dep. 5 = mos. Unimproved None 

J. 8. 36 M M. D., cire. 414 mos. Remission None 

G.G. 40 F M. D., man. 114 mos. Remission None 

Z. 2 F Invol. Mel. 41 mos. Remission None 

44 ¥ Invol. Mel. 29 mos. Unimproved None 

M.S. 55 F Invol. Mel. 126 mos. Improved None 

L. M. 45 F Invol. Mel. 6 mos. Improved Dislocation of jaw 
reduced by physi- 
cian 

M.D. 50 F Invol. Mel. 26 mos. Remission None 


cholia patients was mentally ill over 10 years. It is also significant 
that when the case histories of the three manic-depressive patients 
and the one involutional melancholia patient who did not improve 
are studied, one finds that their psychoses had a strong schizo- 
phrenic coloring. Although the number of involutional melancholia 
and manic-depressive patients is not sufficiently large to attempt in- 
terpretation, it is apparent from reports of other hospitals,” °° not 
only that good results are obtained with convulsive shock treatment 
in these two groups, but that the duration of illness is of little sig- 
nificance. Therefore, in selecting patients for treatment with elee- 
tric shock who suffer from involutional melancholia and manic-de- 
pressive psychosis the long duration of the psychotie illness pre- 
sents no obstacle and a good prognosis can be offered with this type 
of treatment. 

Duration of hospitalization for improved patients who were 
treated with electrie shock was reduced to a marked degree, as com- 
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pared to patients who improved or achieved spontaneous remission 
with routine institutionalization, 


COMPLICATIONS 


Treatment was given on a wooden table with a hard mattress. 
A sandbag was placed between the shoulders and the extremities 
were directed toward the midline and firmly held downward. <A 
tongue depressor covered with gauze was kept between the teeth, 
and the Jaw was supported. There were several dislocations of the 
lower jaw. Some patients had dislocations of the jaw on several 
occasions. In most instances, the Jaw snapped spontaneously into 
place when the convulsion ceased; and on a few occasions, the dis- 
location was easily reduced by the physician so that it can hardly 
be regarded as of any consequence. 

One patient suffered complete fracture of the neck of the right 
femur during the fifth treatment. 

It is asserted by several workers’ 


‘ that occurrence of fractures 
is considerably reduced with electric shock as compared to 
metrazol. 

Vomiting occurred only in a few patients during the first or see- 
ond treatment and is definitely less frequent than in metrazol 
shock. 

While lack of fear and apprehension is one of the main advant- 
ages of electrie shock over metrazol, it cannot be said that this is 
entirely avoided in all cases. The writer had a few patients who 
had some apprehension, especially during the first few treatments. 
Ilowever, it was never as marked as is generally observed with 
metrazol. The psychomotor hyperactivity that so often follows 
treatment with metrazol and at times lasts for several hours is a 
rare occurrence with electrie shock; and when it does occur, it is 
considerably milder and seldom lasts longer than 15 minutes. 

Patients who had been previously treated with metrazol dis- 
plaved some fear and resistiveness to electric shock. These pa- 
tients apparently, due to metrazol, become so conditioned that they 
fear any physical treatment. This was noticed by many physicians, 
even when an attempt was made to draw blood for a Wassermann 
examination. 
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ELECTRIC SHOCK THERAPY IN MENTAL DISORDERS 


The insulin-treated patients also had fear of electrie shock, but 
not to such a marked degree as those who had previously received 
metrazol. 

Klectrically-induced convulsions seem to be milder and last a 
shorter time than metrazol-induced convulsions. However, the 
cyanosis is deeper than with metrazol; and apnea, following con- 
vulsions in some cases, seems to last much longer than with 
metrazol, 

SuMMARY AND ConcLUSIONS 


Seventy psychotic patients have been treated with electrie shock ; 
there were 56 schizophrenic patients, nine belonged to the manic- 
depressive group, and five suffered from involutional melancholia, 
A total of 1,553 electric shocks was administered. One patient suf- 
fered a fracture of the femur. 

At the present time, two to 10 months after completion of shock 
therapy, 30 per cent of the schizophrenic patients are improved 
and 70 per cent unimproved; of the nine patients with manic-de- 
pressive psychosis, six recovered and three are unimproved; out 
of five involutional melancholia patients, only one did not improve. 
All four unimproved patients in the last two groups had some 
schizophrenic coloring in their psychoses. 

Results reported by the author” in 1940 in a group of 100 schizo- 
phrenic patients treated with metrazol were about the same, that is 
32 per cent improved and 68 per cent unimproved. 

KMlectrie shock therapy is preferable to metrazol beeause of less 
fear and apprehension, amnesia for the treatment and somewhat 
milder convulsive seizures. 

Its greatest value is in the treatment of involutional melancholia, 
the manic-depressive psychosis and agitated depressions, 

In schizophrenia, electric shock does not seem to produce per- 
manent or lasting recovery; while amelioration of psychotic symp- 
toms occurs in many patients, the essential schizophrenie pattern 
remains unchanged. Electric shock therapy may be utilized in pre- 
paring uncooperative, inaccessible, schizophrenic patients for other 
therapeutic measures, such as occupational and recreational ther- 
apy and psychotherapy. 
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The best results in schizophrenia are obtained in cases of short 
duration which do not show any deterioration. In the manie-de- 
pressive psychosis and involutional melancholia improvement re- 
sults in spite of long duration of mental illness, 


Hudson County Hospital for Mental Diseases 
Secaucus, N, J. 
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MENTAL CHARACTERISTICS ASSOCIATED WITH “ESSENTIAL” 
HYPERTENSION 


BY LEONARD GOLD, M. D. 


Project AND RATIONALE 

Many of those whose clinical experience brings them into contact 
with individuals showing the syndrome of **essential hypertension 
have the impression that psychic factors play a réle in this type of 
high arterial tension.’ *? On further review of the statistical data, 
there is indication that the incidence of this symptom complex is 
on the increase, especially among more civilized social groups.’ It 
is imperative, therefore, to create a more-firm scientific basis for 
clinical impressions. Consequently, a study of the personality 
traits in individuals with high arterial tension of the essential type 
has been undertaken. Such a study seems feasible in a large insti- 
tution where the patients remain under controlled conditions for a 
relatively long period. An environment of this kind reduces the 
presence of other stimulating factors, which we know influence the 
height of arterial tension. The following material, which can be 
considered only a preliminary study of selected cases, stresses 
chiefly the descriptive features. The study was done at Willard 
State Hospital. 

Ten cases of *tessential hypertension’? were selected to deter- 
mine: 1. The significant, early developmental background of the 
personality. 2. The prepsychotie personality traits. 3. The char- 
acter of the precipitating factors and the type of onset. 4. The type 
of psychotic manifestations. 5. The possibility of correlation be- 
tween the fluctuations in arterial tension and the concommitant 
mental manifestations. 6. The presence of a continuous anxiety. 
7. The presence of any fairly overt, inhibited, aggressive impulses.‘ 


PROCEDURE 
In all, 500 individuals were examined for the height of their ar- 
terial tension, and, finally, 10 cases were selected as suitable. The 
selection was at random, among (1) the new admissions over a pe- 
riod of several months and (2) a large group of male and female 
patients on the chronic wards. Since hypertension is a complex 
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situation, the criteria for the selection of cases is described. In 
accordance with newer studies, the highest normal tension was con- 
sidered 140/90 mm. mercury.’ *° Those patients who showed a 
persistent reading above this figure were regarded as suitable for 
further investigation. Blood pressure readings were taken with 
the patient in a sitting position. Recorded as the systolic pres- 
sure, Was the first sound heard on deflation of the cuff, while the 
diastolic reading was taken at the passage from the third to the 
fourth phase.” * At each reading, the cuff was inflated and deflated 
three times; and the third reading was recorded. The tension in 
both arms being read, the average of the two measurements was 
the one finally recorded. A thorough physical examination was 
made, to rule out known organic causes of high diastolic tension.’ * 
In each case, kidney function tests, urine analysis, blood chemistry, 
eye ground examinations and chest X-rays for heart shadows were 
made. No patient was considered who was over 60 years old or 
who showed changes in intellectual functioning indicative of or- 
ganic brain changes. An attempt was made to rule out the compli- 
‘ating pictures, physical and mental, due to arteriosclerosis and 
senile changes. Chronic illnesses, such as syphilis, which might 
affect the tension were ruled out. For a clearer understanding of 
the psychodynamics, regular interviews were held with each 
patient. 

The blood pressures of the patients reviewed were measured, at 
times, while they were in disturbed states, showing either agitation 
with depression or increased motor activity. In order to deter- 
mine whether such behavior, per sc, might affeet the tension read- 
ing, 27 other patients were examined for their arterial tensions. 
These were taken without selection from the wards caring for 
disturbed patients. 

Resvts 

As one reads through the background histories of the patients 
here reported, one recognizes certain childhood events which con- 
tribute to inadequate adjustment. Among these events are noted 
strong parental attachment in six individuals. Three of them re- 
volted against close parental supervision soon after puberty. 

In the prepsychotic personality, certain characteristic traits are 
noted. By energy output, two types of individuals could be dis- 
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tinguished. In meeting the biologic, social and cultural demands, 
one group was energetic and overconscientious, trying to become 
100 per cent,’’ as one member expressed it. The other type had 
reduced drives, with insufficient energy mustered to meet the en- 
vironmental requirements. Members of the latter group were also 
submissive to parents or parent surrogate. Adequate adult sexual 
adjustment was lacking in seven, two of whom were overtly homo- 
sexual. Another character trait predominating in seven patients 
was a ready changeability in mood with rapid swings to depres- 
sion. Irritability and explosive temper were just as common fea- 
tures as depression. 

Next, the situation present just before the current illness was 
surveyed. Here, it was found that the chief complaint present in 
all but one instance was a feeling of **being hindered’’ just before 
the onset of the illness. Among the precipitating factors, were 
financial difficulties coupled with physical illnesses, the latter of 
which the patients often felt were severe blows. The domineering 
attitudes of other individuals with whom they were having close 
relations were major complaints in four cases. A feeling of a loss 
of a sense of security was a usual symptom, appearing shortly be- 
fore the onset of illness. 

Characteristically, the onset of the psychosis was sudden in nine 
instances. Once the psychotic picture had developed, it showed 
definite features. The paranoid type of reaction was present in all 
but three cases. Emotional instability with depressive features 
predominated. At this time, the patients exhibited destructive 
tendencies, Which were expressed in different forms. Some desired 
that bodily harm come to relatives. Others actually destroyed fur- 
niture. Pyromania was also present and, finally, attempted de- 
struction of self was still another form of expression. 

In this preliminary report, attempts to correlate changes in blood 
pressure with the presenting symptoms are briefly recorded. With 
this correlation in mind, four individuals were followed more 
closely than the rest. All four had labile tensions. In one (Case 4, 
following), the tension fluctuated between 150 to 180 systolic and 
98 to 130 diastolic pressure. <A rise in pressure was usually aecom- 
panied by a feeling of being irritated by another patient. Signifi- 
‘cantly, the irritating behavior would resemble the behavior of the 
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patient’s father. ‘*He snored like father,’’ would be the complaint 
at this time. Ina second patient (Case 3, following), the tension, 
after dropping for several days, would rise when she expressed 
anew a fear of her husband. This same expression of fear was 
present at the time of the onset of her psychosis. A third indi- 
vidual (Case 1, following), showed a sudden drop in tension before 
and during an operation on a deviated nasal septum. This physical 
defect played a part in the psychopathology of his mental symp- 
toms. Ina fourth person (Case 2, following), correlations without 
a deep analysis could not be established, since the patient was con- 
stantly minimizing her difficulties and would discuss them only su- 
perticially. Fluctuations in tension, therefore, did not reveal any 
readily noticeable mental changes. Brief histories of these four 
patients follow. 
Summary of Cases 


Case 1. A 35-year-old farmer was admitted complaining of loss of inter- 
est, overactivity and ideas of suicide. Wishing to be independent and sue- 
cessful he became self-supporting at 14. He married at 28 and provided 
well for his family in spite of numerous setbacks. He always wanted to be 
better than his neighbors. He was considered an energetic individual, ae- 
tive, sociable, stubborn, overconscientious wishing to be ‘‘100 per cent,’’ as 
he expressed it. Shortly before his illness he had financial diffieulties. In 
addition, he was advised to have an operation for a deviated nasal septum. 
At this time, he became suddenly overactive, overtalkative, and showed 
grandiose ideas. Previous to the onset of the illness, there were short pe- 
riods of depression with self-condemnatory ideas and suicidal intent. The 
latter symptoms made their appearance, also, in the hospital. On admis- 
sion, he had a blood pressure of 165/120. The arteries in the fundi were 
narrowed. After a resection of the nasal septum, the tension dropped to 
140/80 mm. of mercury. The pressure rose again within the month, to 
160/95. He improved rapidly ; and, at the time of his discharge, the tension 
stood at 140/90. 

Case 2. This woman of 52 was admitted because she was setting fires in 
her home. Her family ties were close; and, as an adult, she showed strong 
attachment to her parents. She appeared quite submissive to the demands 
of the family and of others about her. At the start of her illness, destrue- 
tive tendencies were evinced when she started to set the fires. On admission, 
she was anxious, fearful and depressed. She remained reticent about her 
difficulties. The fundi showed some arteriovenous compression. In November, 
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1939, the tension fluctuated around 170/110. At this time, she appeared 
superticially content. She was resistive to any analysis of her problems. 
Throughout her hospital stay, her tension fluctuated, but until her dis- 
charge, she showed no changes at any time in overt behavior. 


Case 3.) A woman of 56, this patient was admitted because she became 
excited and threatened suicide. Born in Poland, she was brought up in a 
sheltered environment, She married twice, and both marriages were unsue- 
cessful. She married the second time, as she said ‘‘to obtain security.’’ She 
was deseribed as ambitious, overconscientious and energetic. For many 
years, she was In economic distress. Some time previous to admission, her 
husband threatened to leave her. Soon after this, she became depressed, 
confused, and saw her husband’s eves staring at her. These symptoms ap- 
peared periodically and then disappeared, after which the patient was clear 
in sensorium and showed no emotional tension. In the hospital, the tension 
fluctuated between 180 and 140 systolic and 105 and 90 diastolic pressure, 
At the time of a rise, she would either express a hatred of her husband or be 
apprehensive about the future. On discharge, the arterial tension was 
150095. 

Case 4. This male patient was admitted at the age of 37 after he became 
suddenly excited, hallucinated and spoke irrationally. An only son, he was 
oversheltered. Since reaching adulthood, the patient had resented his fa- 
ther’s continuous supervision. He believed that the father was restraining 
him. Before admission, he complained that a younger man, a coworker was 
trying to order him about, In the hospital, he was the person referred to 
who was irritated by a patient ‘‘who snored like father.’’ At this time the 
blood pressure was 190/120. Sometimes it dropped to 150/110. His reae- 
tions were characteristieally labile. Irritability and tenseness would be 
evident for a few days to be replaced by a more calm state of being. When- 
ever he expressed hostility toward his father, the tension would rise. 
Throughout the interviews with him, he never exhibited any interest in the 
opposite sex. 

In the group as a whole, anxiety was present in five patients. Of 
these, three appeared apprehensive in any new situation, while in 
two the presence of anxiety was of a more periodic nature. 

Without employing an orthodox psychoanalytic technic, the fol- 
lowing observations were made with reference to inhibited, aggres- 
sive impulses. ‘Three male patients showed varying degrees of re- 
sentment toward their fathers. Two of them maintained that their 
fathers were to blame for any lack of progress in their lives, while 
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the third resented strict paternal discipline. All considered the 
paternal influence a definite hindrance to them, 

In reviewing the blood pressure records of the 27 patients, who 
were selected because they showed increased motor activity or agi- 
tation with depression, it is noted that only four of them showed 
any definite rise in arterial tension accompanying these symptoms 
to heights which could be considered hypertensive. That is, while 
correlating the blood pressure fluctuations with the presenting 
symptoms, as described, the motor activity of the patients does not 
seem to have influenced the tension readings to any appreciable 
extent. 

CoMMENT 


Since this report considers only a small number of cases, the 
writer prefers not to draw any conclusions, but rather summarize 
the facts as they present themselves. These findings point to cer- 
tain tendencies in the personalities and in the reactions of these 
individuals with so-called *tessential’’ hypertension. Strong par- 
ental attachment with submissiveness to parents or parent surro- 
gates appears predominant. In addition, the individual with low 
energy output, although attempting to revolt against such condi- 
tions, is unable to do so. The one with greater expression of en- 
ergy makes a more vigorous attempt to break loose. Throughout 
this constant tension, there is noted emotional lability, with tend- 
encies toward sudden depressive reactions. For some periods, these 
individuals have attempted some sort of adjustment, although this 
could not have been stable. This instability is pointed to in the 
labile emotional reactions and in the lack of adult emotional de- 
velopment. The latter is exemplified by the inadequate hetero- 
sexual adjustment so common in the persons here studied. The 
periodic swings to depression portend constant underlying feelings 
of frustration. Whenever some environmental factor threatens 
more severely than usual these persons’ sense of security, their 
mode of adjustment, psychotic manifestations appear. These, too, 
show certain common features. The psychotic svinptoms appear 
suddenly, suggesting that these individuals are constantly attempt- 
ing an adjustment against odds, and break down while still endeav- 
oring to conform. If these patients exhibited overt, aggressive im- 
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pulses, they were inhibited just previous to the onsets of the psy- 
choses. Once the subjects are ill, all symptoms show a combination 
of depressive, destructive and paranoid features. 

When the blood pressure is measured, it is noted that the tension 
is markedly labile, fluctuating 20 or 30 mm. of mereury. The 
changes in the height of the diastolic pressure are considered more 
characteristic of the patients studied, since the diastolic pressure 
remains well above normal limits even though the systolic may de- 
scend to within normal bounds. 

Correlating the mental manifestations with rises in arterial ten- 
sion, it is noted that the emotional reaction and thought content at 
the time of a rise are of a type which may play a part in the de- 
velopment of a psychosis in the given individual. When sudden 
changes are noted, as the daily blood pressure level is studied, the 
thought content of the patient at the time of rise in pressure re- 
sembles the thought content just previous to the onset of the psy- 
chosis. This content appears to be associated with certain tensions 
which reveal themselves in the psychie sphere and also at the level 
of the vegetative nervous system, Anxiety, as the specific expres- 
sion of tension in the individuals here studied, could not be demon- 
strated as a constant and pronounced feature. 

The attempt made here, to correlate mental manifestations with 
the changes in blood pressure, indicates that more adequate con- 
clusions may be derived when larger groups are studied. If others 
are going to undertake such a project, it is important that certain 
definitions be made, in order that the results of one study may be 
validly compared to those of another research. Since blood pres- 
sure readings vary readily, it is necessary that in future studies of 
the psychosis with ‘‘essential’’ hypertension, it be stated exactly 
what are considered to be the limits of normal blood pressure; 
what among the known causes of hypertension are ruled out; what 
is the manner of the blood pressure readings; and what are the 
blood pressure readings at the time of correlation with the mental 
features, 

SuMMARY 


1, An attempt was made to study the mental features preva- 
lent, in the ‘tessential’’ type of arterial hypertension. 
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2. Ten cases were considered, in whom the possible known or- 


ganie causes of hypertension were ruled out. Cases showing men- 
tal pictures which are known to appear with organic brain changes 
were excluded. 


3. A preliminary description reveals: (a) A submissive person- 
ality was found, with strong parental attachments, labile emotional 
reaction and tendencies to depression. (b) Anxiety and inhibited 
aggression, although present, were not predominant. (c¢) Overt, 
aggressive impulses when present were inhibited previous to the 
onset of the psychosis. (d) The illness was sudden in appearance 
and characterized by depressive, destructive and paranoid features. 

4. Correlation revealed that, in a given individual, the emotional 
reaction and thought content present at the time of the onset of the 
psychosis were similar to the emotional reaction and thought con- 
tent noted when the arterial tension rose. 

®. Stress was laid on the need to give definitions of hyperten- 
sion and descriptions of the technique of the study. 


705 Gerard Avenue 
Bronx, 
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EDITORIAL COMMENT 


SEX EDUCATION FOR WHOLESOME LIVING 


The American education system has been receiving some severely adverse 
criticism in recent weeks. A survey conducted by the New York Times sug- 
vests appalling ignorance of elementary American history on the part ot 
the average high school graduate, and a nation-wide controversy has re- 
sulted. It would hardly require a survey to disclose that much history 
teaching is still far from realistic and that the operations of government 
and business are too often represented in civies and economies courses, not 
as they are, but as they might be if all faulty humans were wise, unselfish, 
patriotic and honest. ‘Too many youths are ill-equipped for citizenship in a 
nation Whose past they misunderstand and whose present appears to them 
through a haze of well-meant misrepresentations. 

But if our sehools provide faulty equipment for citizenship, the vast ma- 
jority provide no equipment at all for a field whieh is equally important, the 
achievement of personal social and sexual maturity, with its pattern of 
adequate adult sex relationship, marriage and children. This is true of 
New York State despite the faet that this State is one of the few which 
encourage sex education ;* and it is true generally in spite of the facet that in 
recent vears suggestions have been made in inereasing volume to boards of 
education throughout the country that in the high schools and perhaps in 
the upper grades of the grammar schools, the teaching of personal hygiene 

—-which is generally approved as a suitable and proper subject for yvouth- 
should include the subjeet commonly referred to as sex edueation. Tf our 
schools have been reluctant to accede, it is beeause many persons shrink 
from an undertaking of this sort for fear that introducing the subject in 
the teaching of immature voung people will foeus undue attention upon it. 
These persons, forgetting the morbid excitement over sex of their own 
vouth, fear that school instruction will inspire conversation after class hours 
when the restraint of the seientifie aspects of the subject will be replaced 
by an attitude that is too free and personal. This tear of the ‘‘after-school’’ 
results of teachings on sex seems to be the basis of much of the opposition 
of parents and others who object to courses. 

Those who favor sex instruction as a benefit to the adolescent in a eritical 
period of his life are supported, at least in theory, by many thoughtful 
physicians and social workers. No instinet has been so severely repressed 

*Loeal school authorities, on request, have the aid of State Department of Education 
experts in the planning of courses and selection of teachers for them. 


EDITORIAL COMMENT 


by social and religious groups as that of sex. There is no subjeet upon which 
instruction has been so charily given and none about whieh so much mis- 
information has been and is current. No doubt it would be desirable if in- 
struction could be given in families—in talks between mother and daughter, 
between father and son. This procedure would be excellent, but few par- 
ents could carry it out. It is hopeless to expeet parents to give sex in- 
struction successfully ; some are lacking in knowledge essential for the task ; 
others are too greatly burdened by their own contlicts in this field. So it 
comes about that the little boy does not learn of life from his father but 
from older companions, trom farm hired men and from loiterers on city 
street corners. With girls, sex knowledge usually comes from older com- 
panions who are not qualified to teach and whose purpose is not instruction 
but gossip, or even libidinal excitation. It seems necessary to go to the 
schools for assistance if the situation is to be changed for the better. 

Were adequate instruction given in the schools, a psychiatrist would not 
so frequently encounter in his daily work such cases as: that of a misedu- 
cated young woman who developed projectile vomiting when kissed by her 
fiancé whom she loved and hoped to marry; that of a bewildered adolescent 
who exhibits the rigid attitudes and posturing of catatonia after the paralyz- 
ing conviction that she will becon e pregnant because a young man embraced 
her in the evening on a park bench and handled her breasts; that of a ehild 
who sleeps in his parents’ room and who displays screaming fits and out- 
bursts of aggression; or that of a fearful and passive vietim of pederasty, 
seen against the familial background of a domineering father and rejecting 
mother. It would be fantastic to conclude that sex edueation could elim- 
inate such personality disorders, but it is not unreasonable to believe that if 
proper training were general, their incidence could be greatly reduced. 

The mental hygienist and the elinical psychiatrist and social worker see 
the end results of lack of training. They are ina strong position to deplore 
this lack, but they seldom have either time or opportunity to undertake con- 
structive educational work themselves. Such voluntary courses as might 
be offered by psychiatric workers or health groups could reach at best only 
a few of those in need of sex instruction. Courses given by any religious 
or chureh groups of which we are aware not only would be subject to the 
same limitation, but their emphasis would be too much on the moral and 
too little on the scientifie aspects of the question. While it is true that sex 
inorality is definitely the concern of the priest, minister or rabbi, teaching 
children the ‘* facets of life’? generally is not. The role of the teaeher in this 
situation—-whether he be an instructor in the public schools, a psvehiatrie 
social worker or a volunteer from a parent-teacher association——will not be 
an easy one. Sex instruction should not be undertaken until adequate prep- 
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aration has first been obtained. Courses should be well planned and stand- 
ardized, and outlines and instruction books are becoming available.* Teach- 
ing methods may be adapted from the experience of individual cities and 
schools where successful courses are now being conducted. The Vocational 
High School of Syracuse, N. Y., for example, has offered an excellent one. + 
It may well prove true that even with all this eare a considerable number 
of individuals in the groups of prospective teachers may be found to be too 
rigid and self-conscious to be able to give instruction with the frankness and 
dignity which is required. 

Most of the reported opposition to such courses as those proposed has come 
from parent groups, from individual parents and from churches. The op- 
position of parents is not difficult to comprehend; the shock of their own 
**sex education’? of the gutter school type could only lead members of the 
older generation to oppose what they might eall destruction of their chil- 
dren's ‘‘innocence ;"* these parents forget that their children already are 
receiving *‘instruction”’’ day after day, and that if there is ‘‘innocence’’ to 
be destroyed, it will be destroyed on the street corners while parents debate 
the question in clubs and cireles. 

This editorial does not aim to offer a specifie program but merely seeks to 
stress the importance of an undertaking. In this position, THE QUARTERLY 
approves cordially of the work now being done by the health teaching super- 
visors of the New York State Department of Education, as outlined in a 
letter to the editor of THe QuarTERLY.t The Department of Edueation, as 
such, has never taken a position on the matter, but the supervisory personnel 
in health teaching has ‘‘endeavored to guide school administrators, super- 
visors, teachers, and parents to a broad interpretation of the term ‘sex 
education,’ including all the guidanee of the individual which helps him to 
develop attitudes, habits of living, and ideals essential to the finest all- 
around living for him. This includes, of course, a mastery of the biological 
facts of sex and reproduction in aecordance with the children’s level of ma- 
turity and their need for and ability to understand them. 

‘*We have discouraged the establishment of specific courses, lectures, or 
any methods which place undue emphasis on the subject or isolate it from 
its natural setting in hygiene, biology, and other areas of the eurrieulum. 
Experience has taught us the desirability of making this teaching an in- 
separable part of the education of the pupil’s total personality. To achieve 

*Sex Guidance for Family Life Education: A Handbook for the School. The Mae- 
millan Co. 1942. Sex Education in High Schools. By John Newton Baker. Emerson 
Books, Inc. 1942. Bibliography pp. 139-150. 

tSex Education in High Schools. Pp. 113-118. 

¢Letter from Florence C. O’Neill, health teaching supervisor, division of health and 
physical education, New York State Department of Education, April 19, 1943. 
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these goals, school and home must work together and jointly assume respon- 
sibility for the program. The basic problem is undoubtedly one of prepar- 
ing teachers and parents for the assumption of this responsibility. In in- 
dividual sehool situations where courses have been established and carried 
on by teachers who were inadequately prepared, without the sympathetic 
understanding of the parents, unsatisfactory results have occurred and the 
program has been set back rather than promoted.”’ 

In New York State and elsewhere, various sex education programs have 
been organized and are in use; and many have won wide parental approval.* 
The best of the existing programs or better ones still to be developed will 
eventually be adopted generally. Religious leaders not yet convinced may be 
expected to join those who already approve present educational programs, 
as aims and methods are better understood and as the results of the courses 
are seen in practice. 

Many chureh leaders of widely differing denominations deplore what they 
consider to be an inereasing laxity of American morals, Not a few of them 
are fearful that birth control information may be disseminated through sex 
instruction in the schools, indirectly lending encouragement to promiscuity 
and irresponsibility or to the bringing about of social conditions in genera! 
which groups of all faiths rightly condemn. It would be stupid to deny 
that possibilities of this sort might be involved’ in any proposal for sex edu- 
cation, but any belief that such possibilities generally exist or are likely to 
exist generally is the result of misapprehension, and any psychiatric worker 
would do the cause of mental hygiene a great service by seeking to correet it. 
As workers in the field of psychiatry well know, the scientific presentation of 
facts of sex life and of the facts concerning the psychosexual development of 
the individual in our social system should not encourage promiscuity. The 
fact, for example, that ‘‘drug store’? contraceptives and prophylacties are 
neither safe contraceptives nor safe prophylacties might do a great deal to 
discourage such promiscuity as exists at present. And foreknowledge of the 
mental suffering which is likely to result from promiscuity in our society 
should be a further deterrent. It is generally agreed that it is not knowl- 
edge but dire ignorance which has led to the recent increase of venereal dis- 
ease reported from certain army areas.t And it is ignorance, not knowl- 
edge, which makes sex questions a serious mental health problem among 
college youth, according to a recent psychiatric report from Yale.¢ 

“Sex Education in High Schools. Pp. 88-89, 113-129. 

Report on conditions in Second Service Command, as given to the Social Hygiene 
Committee of the New York Tuberculosis Association and other organizations at confer 
ence on venereal disease in New York, N. Y., February 3, 145, as reported in The 
New York Times, February 4, 1945. 

¢Mental Health in College. By Clements C. Fry, M. D., and Edna G. Rostow, The 
Commonwealth Fund. 1942. 
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The dispute over sex instruction in the New York City schools, about 
which a good deal has appeared in the newspapers, is not the concern of this 
publication. The question after all is not whether children should be left 
in ignorance of the facets of sex, but is the question of whether the faets 
shall be gained from well-informed teachers or shall be gained as half- 
truths from ‘‘sex play’? and from whispered conversations in secret places. 
Education for a full life cannot ignore a subject of such paramount im- 
pertance to personal happiness, to the bringing of happy children into the 
world, and to the upbuilding of a well-adjusted society. 


| 
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Our Age of Unreason. Franz Ai exanper, M.D. 371 pages. Cloth. 
The J. B. Lippineott Company. Philadelphia and New York. 1942. 
Price $5.00. 

“Our Age of Unreason”’ is a well-written and interesting book which sets 
out to analyze the ‘major psychological forces contributing to mass action 
and social upheaval.’’ Apparently the book was written for the layman and 
not for the professional psychiatrist. Assuredly the psychoanalyst would 
find in it an over-simplifieation of psychopathology and an omission of much 
pertinent discussion relating to modifications of Freudian theory. The at- 
tempt to squeeze into 75 pages a general survey of psychoanalysis and psy- 
chopathology is, in the opinion of this reviewer, a mistake; even though 
Alexander's aim was to indicate how psychopathology nay underlie social 
pathology. 

The book is divided into three parts. Part one, ** From Reason to Unrea- 
son,’’ leans heavily on the general history of philosophy and psychology. 
Alexander quotes from the early Greeks (particularly Plato) as well as 
from the more recent English and German political economists in an effort to 
show the decline of reason and the rise of violence. He cleverly demon- 
strates how some philosophers (e. g., Hobbes) anticipated Freud intuitively 
if not scientifically. Part two, ‘*The Fundamentals of Human Behavior,”’ 
includes the ‘‘compendium of psychopathology ’* as well as some of Alex- 
ander’s own ideas of psyehic motivation. In this section, the author at- 
tempts to omit nothing fundamental! even if by so doing some questions are 
left unanswered. One has the impression that lavmen might find this por- 
tion confusing rather than expository. On the other hand, analytically 
oriented psychiatrists will certainly find nothing new. Part three, ** From 
Unreason to Reason,’* represents a synthesis of the preceeding sections cul- 
minating in a conservative and nationalistic evaluation of world polities and 
an extolling of American democracy. 

The outstanding thesis of the book, namely, ‘‘that in all human behavior 
intellect plays a réle subordinate to that of the blind and irrational emo- 
tions,’’ tends to be contradicted by the appeal to education and training. 
Without depreeating this point of view, it is felt that the psychoanalyst 
Alexander did not fully stress that aspect of education whieh ineludes in- 
sight into emotional prejudices—in addition to the philosophy of education 
propounded by John Dewey in 1916 (** Democracy and Education’). 
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Psychiatrists might find two subjeets of particular interest in the book. 
One is Alexander's theory of ‘‘surplus energies’’ which is a modification of 
Freud's libido theory; the other is the discussion of the so-called Neo- 
reudians (who semantically and psychologically, as well as biologically, 
appear to be more closely related to Non-Freudians). Unfortunately, both 
of those topics, though relevant, are of only incidental importance to the 
theme, and Alexander deals with them rather meagerly. On the whole, how- 
ever, Alexander has done a fairly good job with this book and it is quite 
possible that *‘the confused world turned toward psychiatry’? may find at 
least part of the answer herein. 


March of Medicine. he New York Academy of Medicine Lectures to 
the Laity, 1942. 217 pages. Cloth. Columbia University Press. 19438. 
Price $2.50. 


This is Volume 7 of the series of Lectures to the Laity inaugurated by the 
New York Academy of Medicine seven vears ago. In the present volume, 
that of 1942, Dr. Goodridge in a foreword has written: ‘‘It would have been 
diffieult indeed to have chosen a more distinguished group of men, each an 
eminent authority in his particular field. The topies selected are most timely 
for a nation at war.’’ 

With the exception of the reference to war the quotation will apply ae- 
curately to the other volumes of this series; the books taken together fur- 
nish a picture of the development of medical science, not only instructive 
to the layman but useful for reference and interesting to medical men too. 
From the beginning of these annual lectures, the emphasis has been placed 
upon the historical aspect, the origin and development of our knowledge of 
diseases and of measures intended to combat them. 

The two lectures of special interest to psychiatrists and neurologists in 
the current volume are those by Dr. Tracey Putman, who writes on ** The 
Brain and the Mind,’’ and by Dr. A. A. Brill on ‘*The Freudian Epoch,”’ 
but no medical man would wish to overlook the lecture entitled ‘* Genius, 
Giftedness, and Growth,’’ by Dr. Arnold Gesell. Two of the lectures per- 
tain to reeent developments in the field of nutrition: ‘*The History of the 
B-Vitamins”’’ and ‘* The Newer Knowledge of Nutrition.’’ The first lecture, 
that on **Tubereulosis: The Known and the Unknown,’’ was the Linsly R. 
Williams Memorial Leeture for 1942 and was delivered by Dr. James Alex- 
ander Miller, an eminent authority upon this subject. 


It is fortunate for the history of medicine that this record of the progress 
of science was made by men actively engaged in the varied work about 
which they write. For example, Dr. A.A. Brill is called the father of psy- 
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ehoanalysis in America, having worked with Freud in his vounger days and 
having been in close touch with the developments in this field up to the 
present time. 

The New York Academy of Medicine deserves credit for having inaug- 
urated this useful series for the benefit of layvment and its Committee on 
Lectures to the Laity deserves praise for the excellence of the articles that 
have appeared, indicating careful selection of authors. 


Introduction to the Psychoanalytic Theory of the Libido. = I}y Ricn- 
ARD STEKBA, 8&1 pages with index. Paper board binding. Nerv- 
ous and Mental Disease Monograph No. 68. New York. 1942. Price 
$2.00. 

Dr. Sterba explains this recapitulation of ** Freud's findings in the do- 
main of the instinets, and particularly of the sexual instinet’” as oecasioned 
by the present attempt of ‘‘some analysts to teach and practice psveho- 
analysis without acknowledging the fundamentals of Freud’s theory of in- 
stinets.”” To help combat this move to substitute ‘‘cultural influences”? for 
instinetual forces in explaining the organization and dynamies of the 
psyche, Dr. Sterba here sets forth for student, nonanalytic therapist and 
veneral reader a brief but comprehensive summary of what is known about 
the dynamie energy of the sexual instinet from its biological origin to its 
ultimate disposition in the adult psvehe. 

Dr. Sterba emphasizes the point, fundamental to the Freudian tenets that 
‘the sources of our instincts are . . . processes of a predominantly chemi- 
cal nature . . . inside our bodies.’’ He reviews briefly Freud's original 
findings as to the scope and characteristics of human sexuality, and de- 
scribes and outlines the development of child sexuality in the first and see- 
ond oral phase ; the first and second anal; sadism and masochism ; the genital 
phase; the lateney period and puberty. This is followed by an adequate 
discussion of narcissism and a short but unusually clear review of ‘‘the 
vicissitudes of the instinets.”’ Brief mention of the repetition compulsion 
and the death instinet closes the monograph. 

The author makes plain that he is not attempting to present anything new 
and that his monograph does not attempt to cover the complete organization 
of the psyche but is limited to an *‘investigation of the libido, in which other 
aspects, such as Ego development, Super-Ego influence, defence meehan- 
isms, ete., have purposely been omitted.’ Of the importance of this investi- 
gation, Dr. Sterba remarks, ‘*. . . to gain a deeper insight into psychic 
material, Freud’s theory of the libido has become indispensable. No ade- 
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quate psvehololigeal approach is possible without it.’’ It might be added 
that until the devotees of cultural factors and dialectics come closer than 
they have vet done to demonstrating that what we generally consider to be 
inanifestations of the sex instinet are in reality forees originating in the 
social and economic setting, the Freudian libido theory is likely to remain 
indispensable. And it would be difficult to find a better introduction to 
the study of this indispensable theory than this short work by Dr. Sterba. 


Beyond Psychology. [vy Orro Rank. 291 pages, no index. Cloth. Pri- 
vately Published. 1941. Price $3.00. 


The foreward states that the author had intended this book to be his last 
and implies that it is to be a ‘‘social psvchology."’ The *‘social psychology” 
he presents is purely theoretical; it is part philosophy and part theology 
and seems almost entirely a product of his own creative imagination. He 
states that psychology is limited by its rationality forgetting that psycho- 
analysis has shown even the so-called irrational to be capable of rational! 
study. If one were to follow Rank to a logieal conclusion, then his book is 
not only ** Beyond Psyvehology’’ but bevond rational understanding. [His 
ideas are thus not progressive but rather retrogressive. Magie (or faith) 
replaces science; the science of psychology is superfluous when human be- 
ings ‘*require no interpreter’’ (page 16). 

Perhaps it is unfair to the author for his friends to publish an unfinished 
book posthumously. If Rank had lived, he might have revised much of 
what he wrote before its publication. Since the book has been published 
however, it can be reviewed only as it is presented. As such, it abounds in 
contradictions, paradoxes and sophistry. The statement that psychology is 
not scientific (page 25) is an example of the last as is also the statement that 
Darwin's neuroticism contradicts the theory of ‘‘survival of the fittest.”’ 
(page 32). The idea that neurosis is ‘* precipitated in woman by the block- 
ing of her irrational self; in man, through expansion of the willful control 
blocking the natural life foree’’ (page 258) surely needs translation into 
understandable terms. And the following ean hardly be aeeepted by elini- 
‘al psychiatry ; ‘* Wide and deepened experience in the field of psychother- 
apy has convinced me that the ultimate ‘cause’ of most feminine neurosis 
is modern man, with his lack of masculine qualities and his inability to want 
his woman lovingly instead of willfully’ (page 269). 

Rank’'s definition of ‘‘will’’ fails to clarify these statements: By 
will, I do not mean will-to-power as conceived by Nietzehe and Adler, or 
‘wish’ in the Freudian sense, though it might include both these aspects, 
] mean rather an autonomous organizing force in the individual which does 
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not represent any particular biological impulse or soeial drive but consti- 
tutes the creative expression of the total personality and distinguishes one 
individual from another’* (page 50). 

Psychologically the book is unsound and ideologically it resembles Hit- 
ler’s ** Mein Hampf.’’ Rank’s claim to fame, in having attempted to make 
psychotherapists out of social workers (he is called **the prophet of social 
workers’*) is hardly augmented by this publication. Clinical psvehiatrists 
will gain little by reading it. 


Sex Adjustments of Young Men. \. Ph.D. 215 
pages with glossary and bibliography. Cloth. Harper & Brothers. 
New York and London. 1940.) Price $2.00. 


Dr. Kirkendall is associate professor of education at the Teachers College 
of Connecticut ; this volume, he explains, **is the culmination of 12 years of 
counseling work with boys and young men.’ He has endeavored, the au- 
thor’s preface notes, to determine ‘the facts concerning common adjust- 
ments’* between the ages of 16 and 25 and, using this information as a 
basis, has ‘‘put into written form the suggestions usually made in coun- 
seling, hoping they may prove helpful to other voung men, to counselors, 
und to parents.”’ 

The results of this research have been set down earefully, analyzed me- 
ticulously and documented well with ease histories. This reviewer has seen 
favorable comment from psychiatrie quarters on this volume; he regrets in- 
ability to agree with it. Dr. Kirkendall’s view of sex in marriage will serve 
to illustrate his general point of view. ‘‘In a marriage in which sex is of 
paramount importance,’ he writes, ‘it soon means little. Conversely, when 
sex means little in a marriage it comes to be a factor greatly contributing 


to the satisfactions of the relationship . . . A marriage entered because 
the partners have common interests... and above all, the sincere desire to 


develop and live a rich and complete family lite together, has a sound basis 
for enduring. Sex in the narrow physical sense might practically disap- 
pear, and the marriage could continue, rich and satistving.”’ 

Dr. Kirkendall’s case histories summarize adjustments ranging from 
promiscuity and homosexuality to ‘‘ partial sublimation,’’ which is the one 
he recommends. He appears to regard ‘‘sublimation’’ as a conscious pro- 
cess, and he remarks that he never has found an individual who claims to 
have achieved complete sublimation. Defining ** partial sublimation, by ar- 
hitrary definition,’’ he declares, ‘‘Sexual interests exist but they are satis- 
fied by finding an expression in other activities and friendly associations 
with other persons. The physical manifestions of sex are usually confined 
to occasional erections and involuntary seminal emissions.” 


Of masturbation, which the author does not regard as compatible with 
‘partial sublimation,’’ his belief is flatly stated ‘‘that no harmful effects, 
bevond possible worry, will result from the practice ;*’ but he gives detailed 
advice on ways of living to prevent the development of, or aid in the moder- 
ation or stopping of, this harmless habit. Space does not permit discussion 
of Dr. Kirkendall’s views on premarital heterosexual relationships; but it 
seems to this reviewer that his recognition of the psychic stresses whic 
extramarital intercourse is likely to produce is not clear and that his dis- 
cussion here is inadequate. There is a feeling discussion of the difficulties 
met by the voung man who has ‘‘remained virtuous,’” is attempting ‘* par- 
tial sublimation’’ and is contemptuously labeled ‘* ‘male virgin’ or ‘little 
innocence.’ 

Dr. Kirkendall’s bibliography refers to a number of popular works and 
some standard medical studies; but little psychiatric material is listed; and 
Havelock Ellis appears to be the only important author cited whose views 
of sex are based on any form of dynamie psychology. Dr. Kirkendall has 
produced a careful case study, summarized with great earnestness and with 
obvious effort to be objective; but understanding of psychie dynamies is 
lacking. To this reviewer, the results are as unsatisfactory as the birds and 
the flowers of the Rev. Sylvanus M. Stall, and as unrealistic as the advice 
to, **Get out and run like hell!’ which the college uplift speaker gave to the 
fellow students of young Elmer Gantry. 


Psychology Applied to Nursing. [By Lawrence AvGusrus 
A. B., A. M., Ph.D., and Florence C. Kempr, R. N., B. S., A. M. 
Seeond edition; revised and enlarged. 455 pages. Cloth. WB. Saun- 
ders. Philadelphia and London. 1942.) Price $2.50. 


A seeond edition of Averill and Kempf in four years gives an indication 
of the favorable attention the book has received from teachers of nursing. 
The authors have included in the new edition discussion of several topies 
which were either omitted or inadequately dealt with in the first. 

The conceptions of psychoanalysis have become so well established in 
social science that regardless of the individual teacher’s viewpoint, the 
student nurse requires an introduction to the Freudian conception to pre- 
pare her for psvehiatry, and it is well to have such an introduction in- 
eluded in a book of this sort even though its presentation may be elemen- 
tary. This has been well done. 


Chapters on feelings and anxiety are well done and prepare the student 
nurse for a comprehension of the psychoneuroses when later in the course 
she is introduced to psychiatry. In addition to these and some other addi- 
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tions, the value of the book has been notably increased by a general rear- 
rangement of the contents. The order in which subjects appear and the 
reclassification into five sections is a commendable improvement. 

‘*Psyvchology Applied to Nursing’ is a book somewhat out of the usual 
and customary in nursing textbooks. It deals with life and its problems and 
so will appeal not only to nursing students but to students in other fields. 
Even the general reader would find profit in its perusal and study. 


Child Psychology. E. SKINNER and Lawrence Har- 
RIMAN. 522 pages. Cloth. The Maemillan Company. New York. 1941. 
Price $3.00. 


The subtitle of this book reads, ** Child Development and Modern Eduea- 
tion.’’ Charles E. Skinner of New York University, and Philip Lawrence 
Harriman of Bueknell University, are the editors and have as collaborators 
the following coauthors: Amy F. Arey, Lawrence Augustus Averhill, Lorin 
Kk. Bixler, Elden A. Bond, John W. Charles, Lester D. Crow, Raleigh M. 
Drake, Clyde Hissong, Clarence E. Ragsdale, Gladys Risden, J. 4. Smith 
and Brian E. Tomlinson. 

The preface, written by the editors, explains that the collaborators named 
are experienced teachers who have offered to parents, students and others 
dealing with the education and bringing up of children an orienting text- 
hook of child development and child guidance. 

The twelve chapters of the volume present pliysical and physiological 
processes of growth, mental, emotional and social development, the genesis 
of character and personality emergence. The inthuence of religion, im- 
portance and meaning of play life and aesthetic experiences are discussed 
clearly and quite efficiently. The importance of motivation in the learning 
process is emphasized. One chapter deals with language development in 
the child. Maladjustments and behavior problems also receive some con- 
sideration. 

The book seems to be a sincere effort to consider insofar as possible all 
aspects of child development and child psychology. The reader also is told 
by the editors that ‘‘open-mindedness,’’ as well as ‘‘freedom from bias and 
prejudice,’’ is the aim of this book about child development and modern 
education. The deliberate inflicting of one or more black eves on psyeho- 
analysis was rather an unexpected surprise to the reviewer, especially when 
considering that psychoanalytical discoveries have been borrowed here and 
there in the book and have made ‘‘modern’’ psychology and ‘*modern”’ 
education possible. 


Clinical experience in psychoanalysis cannot be expected from everybody. 
But a textbook of child psychology should certainly not teach that psyvcho- 
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analysis is not ‘‘experimentally’’ established, it should not teach that all 
is “suggestion and a preconceived hypothesis.’’ To make this rejection 
of psychoanalysis more impressive, the editors overreact by saying that psyv- 
choanalysis is **more of a cult than an established scientific point of view.”’ 
In similar spirit of rejection, one of the editors seeks to discredit the Freud- 
ian interpretation of ambivalenee by quoting from a German book as 
follows: ‘Most psychologists find this concept of ambivalence to be based 
upon mere armehair theorizing and speculation.”’ (G. TL. Graber’s Du 
sAmbivalenz des Nindes.’’) 

Progressive edueation, based on psychological understanding and adequate 
vuidance of the child, is rightfully presented as of paramount importance in 
order to bring about a sound and happy ehildhood leading to the betterment 
of human relations, to the fostering of social adequaey, and to the aechieve- 
ment of proper adulthood and a better world for the next generation. 

The question of whether or when a child should learn his A B C’s seems 
trivial enough. But this reviewer does not consider the learning of the al- 
phabet a traumatic situation or a cultural regression. It may be embar- 
rassing to a ‘* progressively” edueated college student when he has to learn 
the obsolete alphabet painfully in order to be able to use a dictionary labor- 
iously for writing a thesis. 

Taken collectively, the book ‘*Child Psyvchology’* ean be recommended 
highly. It gives hope and faith to the earnest seeker of ways and means by 
Which to contribute his understanding and help in bringing up the present 
generation of children by giving them a healthy milieu, edueational oppor- 
tunities, proper guidance and good mental hygiene. The book is especially 
valuable to students, to prospective teachers and to teachers because of its 
questions and exercises, and its bibliographical references at the end of 
each chapter. The appendix offers a comprehensive outline and survey of 
the book. 


Social Case Records from Psychiatric Clinics. Tow:.s. 
Cloth. University of Chieago Press. 1941. Price $3.00. 

The 12 case reeords presented in this volume have been seleeted from 
clinics affiliated with The School of Social Service Administration, Univer- 
sity of Chicago, for field work in psyehiatrie social work. They have been 
prepared primarily for use in the classes of the author who is associate pro- 
fessor of psychiatric social work at the University and a well-known social 
work educator. 

These records deal with problems of both children and adults and as 
cause material should be of value to instructors, supervisors and caseworkers. 
The material is presented with most of the interpretative thinking of the 
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worker omitted so that the students using this volume may work out the im- 
plications for themselves. ‘To this end, there is included at the end of each 
case discussion notes and a bibliography of reading relevant to the case. 

These cases are by no means models, They present, with a few exceptions, 
the work done by students and accordingly give evidence of varying degrees 
of skill. They were chosen with a threefold purpose—to convey a content 
of knowledge in the field of human behavior, to impart understanding 
of the utilization of psychiatric concepts in case work practice and to pro- 
mote understanding of basic case work principles and processes as utilized 
in a clinical setting. 

The brief introduction presents in a remarkably compact style a clear 
statement of the author’s method of teaching, the theories of psychiatry 
that are utilized in case work and the case work methods of diagnosis and 
differential treatment related to the emotional needs of the client. 


Other Publications Received 


Aiconor—Its Physiological and Psychological Effects and Their Social 
Consequences. By Mary Lewis Reed, Ro 55 pages with index. 
Paper-covered booklet. Price 17 cents, reduced for quantities, 

According to the back cover, this booklet ‘tis the story of scientific facts 
about aleohol and was written to sell in quantities at minimum cost. 
(hurches, Hospitals, Clubs, Young Peoples’ Organizations, Army and Navy 
(iroups, Schools, ete., are urged to order in quantity.’’ Despite the author- 
ship by a nurse, this is more of a tract than a summary of seientifie ‘* facts,” 
some of which are of doubtful validity and all of which are selected to pre- 
sent the viewpoint that aleohol is a habit-forming ‘‘nareotic’’ and a ** poi- 
son.’” Besides medical writers, the author cites as authorities Mrs. D. 
Leigh Colvin and Miss Bertha R. Palmer, who is director of *‘the depart- 
ment of scientific temperance instruction”’ of the National Women’s Chris- 
tian Temperance Union. The booklet gives no evidence of understanding 
the psychological bases for aleohol addiction ; and from the psyehiatrie point 
of view, its reading and distribution are nothing to be encouraged. 

WomEN at WorK IN Wartime. By Katherine Glover. 32 pages. Paper- 
covered booklet. Publie Affairs Committee, Inc. New York. 1942. 
Price 10 cents. 

This is a summary of the position of American women in wartime, what 
jobs are open to them, what training is given, what provision is made for 
the care of their children, and what their opportunities are in farming and 
in the service auxiliaries. This should be valuable reference material for® 
the clinie worker in any community where large numbers of women are 
engaged in the war production effort. 


AVRIL— 1943—-L 
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Report oF THE INSPECTOR-GENERAL OF MENTAL Hosprraus oF NEw 
Wakes ror THE YEAR ENpEp 307TH JUNE, 1941.) By E. Sidney Morris, 
inspector-general. 31 pages. Pamphlet. Alfred Henry Pettifer, Aci- 
ing Government Printer, Svndey, New South Wales. 1943. 

This report to the parliament of New South Wales covers a number of 
points of interest to psychiatrists in American state service. The 11 public 
institutions of this important Australian state, with accommodations rang- 
ing from 211 to 1447 ,and total aeeommodations on June 30, 1941, of 9,850, 
had 11,347 patients in residence on that date, or an overcrowding of 1,497. 
Contrary to present conditions in New York, the New South Wales report 
does not lay emphasis on a shortage of personnel after more than a vear of 
war, actually reporting an increase. The report notes a ‘‘very much 
higher’* reeovery rate for patients treated by convulsant therapy than for 
nontreated patients, records the substitution of ‘‘phrenazol’’ for cardiazo| 

of which the supply was becoming exhausted—with ‘‘equally good re- 
sults,’ and reports an intent to replace or supplement the pharmacological 
shock therapies with electric shock. 


NEWS AND COMMENT 


LATE PAPER DELIVERY DELAYS QUARTERLY 


Publication of this issue of The Psycuiarric QUARTERLY has been delayed 
by the difficulty of obtaining delivery of paper which is incidental to the 
war situation. The April Quarreriy should have appeared on April 1. 
The paper on which to print it, however, did not arrive at the printing of- 
fice until May. It had been ordered in January, at a time when the supply 
house had an adequate supply on hand. ‘THe Quarreriy, however, is an 
official publication of the State of New York, and all purchases for it—as 
for all other State undertakings— are made by a central purchasing bureau. 
This system has always worked efficiently in time of peace; it is an excellent 
safeguard against the irresponsible spending of State funds; and Tur 
QJUARTERLY has no complaint whatever to make about it. Under the eir- 
cumstances of the war, however, the unavoidable delay in obtaining an offi- 
cial purchase order for paper tor the April QUARTERILY was such that when 
the order finally reached the supply house paper was no longer available. 
An emergency supply. was finally obtained from another souree. THE 
(JUARTERLY regrets the delay in publication and trusts that its readers will 
accept it as something which, in these days of war restrictions, is—after all 

a minor inconvenience. There is, of course, no assuranee that, before the 
contliet ends, its effeets on The Quarreriy, as well as on other scientific 
publications will not be much more serious. 


DR. TIFFANY RETIRES AFTER 36 YEARS OF SERVICE 

The Hon. William J. Tiffany, M. D., retired as Commissioner of the New 
York State Department of Mental Hygiene, effective April 1, 1943, after 
more than 36 vears of service with the civil State hospitals. He is 60 
vears old and had served as Commissioner since October 1, 1937, when he 
succeeded Frederick W. Parsons, M. D., in that post. 

William J. Tiffany was born in Groton, N. Y., on July 29, 1S82. He at- 
tended the publie schools there and at Riehford, where he lived later, and 
the high school at Newark Valley. Graduated from the College of Phwsi- 
cians and Surgeons, Columbia University, in 1905, young Dr. Tiffany be- 
came house physician and surgeon in St. Joseph's General Hospital, Pater- 
son, N. J., a position he held for a year. 

Dr. Tiffany eame to the State hospital service as an interne at Bingham- 
ton State Hospital on July 6, 1906. He had already had some acquaintance 
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with State hospital work. Tle had worked as an attendant in the reception 
serviee and in the dispensary at Binghamton during his summer vacation as 
a medical student in 1903; and he had been a elinieal assistant at the same 
hospital during the following summer. From his formal appointment in 
1906 until his retirement, Dr. Tiffany remained in the State service. He 
developed an interest in pathology at Binghamton, became junior assistant, 
then assistant physician there. He was placed in charge of the pathological 
laboratory in 1910 and—except for a few months’ service at Matteawan in 
1911—remained head of that laboratory until 1920 when he was appointed 
pathologist at Manhattan, with first assistant grade. 

In 1922, he went to Kings Park State Hospital as director of clinical psy- 
chiatry ; and he beeame superintendent of that institution in 1926. He re- 
mained as head of Kings Park until 1931 when he was transferred to the 
superintendeney of the new Pilgrim State Hospital. He was superintend- 
ent of Pilgrim when Governor Lehman appointed him Commissioner to sue- 
ceed Dr. Parsons. 

The outbreak of the war in Europe in 1939 created new problems for the 
Commissioner; and these were greatly multiplied after the United States 
beeame involved and members of the medical staffs as well as numbers of 
nonmedical employees were lost in increasing numbers to the armed serv- 
iees and war industry. He had been under the strain of wartime adminis- 
tration of his Department for more than a year, as well as that of the death 
of his wife about a year ago when he announced his decision to retire in 
March of this vear. 


4) 


PSYCHIATRIC ASSOCTATION MEETS IN DETROIT 
The American Psvehiatric Association is conducting its ninety-ninth an- 
nual meeting from May 10 to 13, 1943, at the Hotel Statler in Detroit. 
Dr. Arthur H. Ruggles of Providence is president ; Dr. Edward A. Streeker 
of Philadelphia, president-elect ; and Dr. Winfred Overholser of Washing- 
ton, secretary-treasurer. 


DR. GEORGE W. CRILE DIES AT 78 


George W. Crile, M. D., internationally known surgeon and scientifie in- 
vestigator, died in Cleveland on January 7, 1943, at the age of 78. Writer 
of many scientifie books and papers, Dr. Crile was best known outside the 
field of his specialty because of his development of nerve block anesthesia 
to reduce surgical shock. He had served his country in the medical corps 
in the Spanish-American and the first World War. 
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THE PSYCHIATRIC WORD BOOK IS IN A NEW EDITION 

A seventh edition of the Psychiatrie Word Book’ by Richard H. Hutch- 
ings, M. D., editor of Tur Psycuiarric QuARTERLY, has just been published. 
Since the first edition of this pocket-size lexicon for students of medieine and 
nursing, psychiatrie social workers and internes was published in March, 
1930, more than 12,000 copies have been sold. It has been out of print for 
the past four months. 

The new edition is considerably enlarged, 255 pages compared to 226 in 
the sixth edition. Something like 150 terms have been added to the voeabu- 
lary, and the definitions of many old ones have been revised or entirely re- 
written for greater clarity. The type has been entirely reset. The new 
edition has a semi-flexible binding of ruby waterproof cloth, stamped in 
gold. Publication is by The State Hospitals Press, Utiea, N. Y., and the 
price continues to be $1.00. 


MORELAND ACT INVESTIGATION INTO CREEDMOOR 


A Moreland Act investigation of Creedmoor State Hospital before Arehie 
. Dawson as Moreland Act commissioner is now in progress following 
charges by a member of the Legislature who visited the place incognito that 
conditions were insanitary and that there had been a breakdown in admin- 
istration at that institution. The charges followed an outbreak of amoebic 
dysentery there early this year. THe QuartERLY will endeavor to obtain 
a brief, factual account of this inquiry, from official sourees if posstble, for 
publication in THe PsycHiarric QUARTERLY SUPPLEMENT, in whieh admin- 
istrative and other similar news of the Department of Mental Hygiene is 
ordinarily printed, as a matter of record after the inquiry has been com- 
pleted. 


0 
FAMILY CARE IS CONFERENCE TOPIC 

Family care was the topic of principal importance dealt with at the 
Spring Quarterly Conference of the New York State Department of Mental 
Hygiene in Albany, Mareh 27. Miss Hester B. Crutcher, Hiram G. Hub- 
bell, M. D., and Horatio M. Pollock, Ph.D., spoke on different aspeets of the 
subject. C. P. Norgord, assistant commissioner of the New York State De- 
partment of Agriculture and Markets, addressed the conference on the pos- 
sibilities of increasing production on the State institution farms during war- 
time, and Secretary Clarence M. Pierce of the Department of Mental Hy- 
giene reviewed the 1943 legislation of interest to the Department. The 
minutes of the conference and the papers presented to it will be printed in 
the July number of THe Psycuiarric QUARTERLY SUPPLEMENT, 
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QUALIFICATIONS OF COMMISSIONER CHANGED BY LAW 

The requirement that the New York State Commissioner of Mental Hy- 
viene be a physician in good standing, with at least 10 vears of actual prac- 
tice and at least five vears of experience in an institution for the eare and 
treatment of mental patients has been abolished by a bill passed by the 1943 
Legislature and signed by Governor Dewey. This law provides that the 
(Commissioner shall appoint a medical director for the department who shal! 
have the professional qualifications formerly required of the Commissioner, 


Since the State Hospital Commissioners were replaced by a Commis- 


sioner of Mental Hygiene on January 1, 1927, the requirements of psychi- 


atrie experience, as noted here, have been in force. ‘Two Commissioners 
have held office since that date, Frederick W. Parsons, M. D., and William 
J. Tiffany, M.D. The change in the law, as explained by supporters of the 
new bill during the debate in the Legislature, was intended to permit the 
appointment of a business administrator to head the Mental Hygiene De- 
partment. 


MENTAL DEFICIENCY ASSOCLTATION MEETING 

The sixty-seventh annual meeting of the American Association on Men- 
tal Deficiency is scheduled from May 12 to 15, 1943, at the Hotel Commo- 
dore, New York City. Horatio M. Pollock, Ph.D., director of mental hygiene 
statistics of the New York State Department of Mental Hygiene is presi- 
dent. Other officers for the current year are: Dr. C. Stanley Raymond of 
Wrentham, Mass., president-eleet ; Dr. Neil A. Dayton of Mansfield Depot, 
(Conn., secretary-treasurer; and Dr. Llovd N. Yepsen of Trenton, N. J., 
vice-president and chairman of the arrangements committee. 


4) 


SIR ROBERT ARMSTRONG-JONES IS DEAD 


Sir Robert Armstrong-Jones, surgeon, authority on diseases of the brain 
and author of many papers and books on mental disorder, died at his home 
in Carnarvon, North Wales, on January 30, 1943. He was the first super- 
intendent of the London County Asylum and held that post for 28 years. 
He had been president of the Roval Medico-Psychologieal Association and of 
the psychiatry section of the Royal Society of Medicine. During the first 
World War, he served in the Roval Army Medical Corps as lieutenant- 
colonel. He was knighted in 1917 and later made a commander of the 
British Empire. He was 85 at the time of his death. 
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DR. PRESTON HEADS ORTHOPSYCHIATRIC ASSOCIATION 

Dr. George H. Preston, Commissioner of Mental Ilygiene for Maryland, 
was elected president of the American Orthopsychiatric Association at its 
annual meeting at the Hotel Pennsylvania, New York City, February 22 
to 24. The meeting, under the direction of the retiring president, Dr. Henry 
(*. Sehumacher, was largely devoted to the discussion of problems of the 
individual in wartime society and particularly to those of children during 
war. Some 1,500 persons attended the sessions. 


